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N 1934, Keefer and Myers’ reported from this 

clinic a study of 69 cases of gonococcal arthritis. 
As complications of this type of arthritis, they de- 
scribed metastatic conjunctivitis, iritis, perichon- 
dritis, tenosynovitis and ulcerative endocarditis. 
During the past three years we have observed 70 
additional cases of gonococcal arthritis. One of these 
patients had an associated acute g itis 
with renal failure, terminating fatally. A second 
patient had keratodermia blennorrhagicum in ad- 
dition to a severe polyarthritis. Our purpose is to 
present, in detail, the findings in these two patients, 
with a brief review of the literature of the renai 
and dermatologic complications in gonococcal in- 
fections. In addition, we have reviewed the kidney 
lesions in the fatal cases of Neisserian infections 
autopsied at the Boston City Hospital. These in- 
fections include those due to the gonococcus, the 
meningococcus, and Micrococcus pharyngis siccus. 


ACUTE GLOMERUL HRITIS AND GONOCOCCAL 
ARTHRITIS 
Case 1. H. R., a 42-year-old, married, Jewish male, en- 


the hospital complaining of painful swelling of the 
and the fourth finger of the right hand, and a stiff 
of 4 days’ duration. He had been exposed to gonor- 
rhea 6 weeks before entry, but had no ensuing genito- 
urinary symptoms. Eight days before entry he noticed 
a white urethral discharge. Four days later he had sore, 
swollen joints involving the fourth finger of the right 
hand, the left hip and feet. He had no chills, although 
he felt feverish. There was no previous history of joint 
involvement. He had had a gonococcal urethritis 15 


years before. 

His familial and past histories were essentially negative. 
He denied having had scarlet fever, tonsillitis, chorea and 
rheumatic fever. 

Physical examination revealed a man in great discom- 
fort, complaining of painful joints. The tongue was 
coated and the teeth were carious. The tonsils and 
pharynx were injected. The neck showed moderate lim- 
itation of motion, especially on flexion. The lungs were 
clear. The heart was normal except for a systolic mur- 
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mur. The blood pressure was 138 mm. of mercury sys- 
tolic, 80 diastolic. The prostate was of normal size and 
consistency, and nontender. There was no urethral dis- 
charge. The fourth finger of the right hand was red, 
hot, swollen, tender to touch and fixed in flexion. There 

was tenderness to palpation over the greater trochanter 
of the left hip, with pain on motion. The tissues below 
both external malleoli and around the calcaneal joints 
were edematous, red, hot and very painful to touch. 

During the first 11 weeks of his illness the urine was 
essentially negative, except for the presence of large num- 
bers of leukocytes. In the twelfth week there was a sud- 
den appearance of many red and white blood cells, granu- 
lar and cellular casts, and a large amount of albumin. This 
continued until his death, 3 weeks later. In addition 
there was hyposthenuria. 

The red blood cell count, which was 5,060,000 cells per 
cu. mm. on admission, fell to 2,950,000 during the thir- 
teenth week. The hemoglobin likewise decreased from 
13.26 gm. per cent to 7.33 gm. The white blood cells 
rose from 8,200 to 18,900 per cu. mm. The differential 
count showed a steady rise of polymorphonuclear neutro- 
philic leukocytes. The blood Kahn and Hinton tests 
were negative. The gonococcal complement-fixation test 
was positive. The nonprotein nitrogen, which was 31 mg. 
per cent on entry, rose to 100 mg. during the twelfth week 
and the creatinine to 7.5 mg. per cent. Two blood cultures 
—. sterile. The sedimentation rate was constantly ele- 
va 

A stained smear of prostatic secretion contained 15 to 
30 polymorphonuclear leukocytes per oil-immersion field, 
but no gram-negative intracellular diplococci were present. 

A lumbar puncture during the twelfth week revealed 
cerebrospinal fluid within normal limits, except for a 
slightly elevated pressure. 

X-rays of the chest and abdomen were negative, and 
electrocardiograms were within normal limits. 

After entry the affected joints became increasingly red, 
swollen and painful, and there developed a severe teno- 
synovitis around both ankles. The right hand was im- 
mobilized in a splint with the fingers in extension. Some 
relief was obtained from large doses of salicylates. Three 
weeks after admission, a few drops of serosanguineous 
fluid were aspirated from the interphalangeal joint of the 
right ring finger. A smear showed polymorphonuclear 
leukocytes, but no organisms. Six weeks after admission 
the patient felt considerably improved, had a normal 
temperature, and 2 weeks later was allowed to sit up. One 
week later he complained of pain and swelling of both 
thumbs, and tenderness of the right shoulder. On a 
regime of bed rest with local treatment of his joints, he 
improved; but 3 weeks later, or 11 weeks after entry, he 
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complained of the quadrant, partial 
blindness and shoved of 


and appeared prostrated and restless. The course was one 
of progressive renal failure. He developed a temporary 
left hemiplegia. During the second week, while a rectal 
examination was being done, a prostatic abscess was rup- 
tured. Following this an acute epididymitis developed. 
He had several attacks of severe dyspnea, became coma- 
tose and edematous, and died 14 weeks after entry. 
Autopsy: The essential positive — were limited 
to the genitourinary tract. The heart appeared to be 
within normal limits, and the lungs were congested and 
edematous. 

weighing 480 gm. They were moderately firm 


acute i Note 1 in a 
1 of the interstitial tissue with cells. X 145. 


grayish-brown, with a smooth — 
kidney substance bulged slightly above 
radiations in the cortex were bright red 
diffuse, grayish-yellow patches. There were also small 
red spots suggestive of hemorrhages. The pyramids were 
dark red-brown and very prominent. The cortex meas- 
with slight difficulty, leaving a smooth surface. 

was a fine, diffuse r ing of the pelves. . 
were negative. Micr ically, the glomeruli were swol- 
len, very cellular and bloodless (Fig. 1). The tufts con- 
tained polymorphonuclear leukocytes. There was a pro- 
liferation of the capsular epithelium, forming several cres- 
cents. The capsular spaces contained serum, a few poly- 
morphonuclear leukocytes and rarely a clump of fibrin. 
The tubular epithelium was swollen and considerably 
vacuolated. The tubules contained varying amounts of an 
exudate of polymorphonuclear leukocytes, serum and red 
blood cells. The interstitial tissue was infiltrated by poly- 
morphonuclear leukocytes, lymphocytes and plasma cells. 
The larger vessels were congested. Gram-Weigert and 
MacCallum-Goodpasture stains of the kidney revealed no 


organisms. 
The prostate showed several small abscesses, with an 
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exudate of and cellular 
debris. There was destruction of the epithelium in the 
region of the abscesses, scattered throughout the cellu- 


In brief, then, a patient who had gonococcal ar- 
thritis, urethritis and epididymitis developed all of 
the signs of an acute 


gonococcal infection was 
and tm ee chewed 
ologic changes at necropsy, are presented. 
Case A. A 31-year-old, white female with a chronic 


examination revealed, besides infarcts, subacute 


leukocytes. 
merous plasma cells, and lymphocytes. 
Case B. A 20-year-old Negress 
cal endocerviciti 


postpartum. There 
and she died of cardiac failure. 

Postmortem examination showed vegetations on the 
aortic valves. Cultures of the vegetations yielded a pure 
growth of gram-negative diplococci proved to be gonococci 
by fermentation and agglutination tests. The combined 

weight of the kidneys was 260 gm. The capsule stripped 
easily, leaving a smooth surface. Microscopically, there 
was evidence of an acute glomerulonephritis. The glo- 
meruli were congested and distended and contained 
polymorphonuclear and large mononuclear cells. 
There was cellular proliferation of the tufts. The tubules 
showed desquamation of the epithelium with the lumina 
filled with desquamated material and serum. 
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right kidney region. ¢ pressure was . a few ic-staining COCCI. 

of mercury systolic and 130 diastolic. Urinary findings The cut surfaces of the seminal vesicles and the left 

were as stated above. Within a week, he had oliguria epididymis showed the presence of pus. A smear of this 
showed numerous intracellular and extracellular gram- 
negative diplococci. The bladder showed a mild hemor- 
rhagic cystitis. 

The final anatomic diagnoses were: acute glomerulo- 
nephritis, pyelitis, mild cystitis, benign prostatic hyper- 
trophy, prostatitis with abscess formation, seminal 
vesiculitis, epididymitis, pulmonary congestion and edema, 
slight chronic passive congestion of liver, splenomegaly, 
slight ascites. 

pes under observation in the hospital. This was char- 
acterized by hypertension, albuminuria, cylindruria, 19 
be hyposthenuria, hematuria, oliguria, increasing ni- 
trogen retention, rapidly progressive anuria, leuko- 
V6 The necropsy confirmed the clinical diagnosis of 
In view of the unusual clinical course and au- 
CT. tion was made of the records at the Boston City 
Hospital. As a result, the findings in three addi- 
ae’ & 4 gonococcal vaginitis and endocervicitis developed a gono- 
—_— , coccal endocarditis and evidence of renal failure. At 
FIG. 1. Section from kidney of Case 1, showing changes consistent autopsy the heart showed large vegetations on the aortic 
with valves. The kidneys weighed 415 gm. “They were large 
filtrat in proportion to the body.” The capsule stripped with 
some difficulty, leaving a few points of blood. There 
were two small yellow areas on the surface, which on sec- 
tion proved to be triangular in shape and almost reached 
nephritis. The tubules were filled with polymorpho- 
issue contained nu- 
a chronic gonococ- 
ls and fever 3 days 
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Case C. A 28-year-old Negress having 
19 days after the onset of her illness. At autopsy, the 
anterior and right posterior aortic valves were ruptured, 
with large masses on the valves. Stained smears of these 
masses showed gram-negative intracellular and extra- 
combined weight of the kidneys 


ith polymorphonuclear leukocytes, 
there was periarterial infiltration with lymphocytes and 
plasma cells. 

Another gram-negative di clostly re- 
lated to the gonococcus is the meningococcus. Be- 
cause of this, the postmortem material of 15 cases 
of acute cerebrospinal meningitis was reviewed, 
especially with regard to the kidney lesions. The 
meningococcus was recovered at autopsy from the 
meninges or brain in all the cases. One patient, 
who had been ill for three weeks with chills, fever 
and convulsions, had a typical, acute intracapillary 

itis. Two other cases showed evi- 
dence of tuberculosis with tubercles in the kidneys. 
The remaining 12 cases had comparatively insig- 
nificant kidney lesions, including congestive 
changes, vascular thickening, edema of the tubules 
stitial tissue. 

Of considerable interest were 2 cases of bacterial 
endocarditis due, as far as could be determined, to 
the gram-negative diplococcus, Micrococcus pharyn- 
gis siccus. In the first case, the outstanding kidney 
lesions were multiple infarctions and small areas 
of focal lonephritis. The second case also 
showed infarcts of the kidney and a more exten- 


the kidney due to the 
which the organism invades the kidney paren- 
chyma. These lesions include pyelitis, pyeloneph- 
ritis and pyonephrosis. In 1930, Parmenter, Foord 
and Leutenegger* reviewed the literature extending 
over a period of forty years on gonococcal infec- 
tions of the kidney, and ay dew" fifty-eight refer- 
ences with 164 cases reported. However, they 
discarded 104 cases because 2 cases were listed 
before 1879, the year of the discovery of the gono- 
coccus, and there were no laboratory data in the 
other 102. The remaining 60 cases were grouped as 
follows: (1) “possible”—29 cases, in which direct 
smears of kidney or bladder urines were examined 
by methylene blue or gram stains; (2) “probable” 
—27 cases, in which a direct smear was supple- 
mented by culture of the organism; (3) “proved”— 

4 cases, in which direct smears, ures and fer- 
mentative studies were done (they added 4 more 
cases of their own). These 60 cases were divided 
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according to types as follows: 25 cases of pyelitis, 
20 of pyonephrosis and 15 of pyelonephritis. 

In outlining the criteria for a diagnosis of gono- 
coccal infection of the kidney, Johnson and Hill? 
consider smears showing gram-negative diplococci 
as only presumptive evidence, and add that cul- 
tural characteristics must be ascertained and fer- 


There appears to be some difference of opinion 
as to how the reaches the kidney. Ac- 
cording to Johnson and Hill,’ there are two possi- 
ble routes: descending, or hematogenous, 
ascending. Simmons® and Jones’ consider 
hematogenous infections commoner than the as- 
cending. Culver, Baker and Barnes’ present a case 


gonococcal 
by which a defective kidney becomes infected. 

Many cases of gonococcal infections of the kid- 
ney are reported” **® in which a mixed infection 
occurs with other organisms present, such as the 
colon bacillus and Staphylococcus aureus. 

In cases of pyelonephritis and pyonephrosis, it is 
the consensus that medical treatment has been less 
satisfactory than surgical treatment. There have 
been instances where a secondary source may 
eventually act as a primary focus to reinfect re- 
peatedly the lower genitourinary tract.’ 

In addition to the foregoing group of kidney 
lesions, there is the less common type, that of acute 

lonephritis. Fishberg’ states that in pro- 
tracted gonorrheal bacteremia, glomerulonephritis 
may develop. It is also a common complication of 
bacterial endocarditis due to the gonococcus, ac- 
cording to Thayer.’* O6ettinger, Marie and 
Morancé"* report a case of glomerulonephritis with 
renal insufficiency complicating gonococcal endo- 
carditis. ‘They were unable to demonstrate the 
original portal of entry clinically or at autopsy. 
Helpern and Trubek™* saw necrotizing arteritis 
and subacute glomerulonephritis in gonococcal en- 
docarditis, and finally the case which we have re- 
corded above is an example of glomerulonephritis 


243 

was 315 gm. The capsule stripped easily leaving a smooth, a 
pale, reddish-brown surface. The pelves and ureters ap- 

peared normal. Microscopic examination revealed an 10N tests Or immunologic reactions included. 

early acute _glomerulonephritis. The glomerular tufts This point is emphasized by Shivers,‘ who ob- 

tained a gram-negative intracellular’ diplococcus 

: from the kidney which morphologically could not 

be differentiated from the gonococcus but which, 

by fermentative and immunologic tests, was rec- 

tion probably reached the kidney from the urethra 

via the bladder. They believe that ureteral ob- 

struction or some renal anomaly predisposes the 

kidney to such an infection. Birkhaug and Par- 

low® describe a case in which a previously diseased 

kidney became the site of a gonococcal infection, 

and conclude that the weight of evidence favors 

Review of Literature. The commonest lesions of a 
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complicating a lower — tract infection with- 
out endocarditis. 


Glomerulonephritis has dn been encountered 
in menin l infections. Gandy and Deguig- 
nand”* described a child having meningitis, orchi- 
tis and epididymitis complicated by an acute glo- 
merulonephritis, which later became chronic. Har- 
rison and Abernethy” reported 2 cases of chronic 
meningococcemia associated with nephritis. One 
patient died showing signs of severe renal impair- 
ment. At autopsy, evidence of an extensive, old 
pyelonephritis was found. There was no endo- 
carditis. It is doubtful whether the meningococcal 
infection played any part in the nephritic condition, 
although they stated that the organism may have 
been present in the kidney pelvis, since Sophian’ 
had stated that an infection of the kidney pelvis 
was present in 5 per cent of the cases of acute cere- 
brospinal meningitis in the Texas epidemic of 1912. 
Urine cultures in Sophian’s cases revealed the 
meningococcus. The second patient was seen 
three months after the onset of her illness. Her 
urine was clear at that time. She then developed 
signs of an acute nephritis with albumin, red 
blood cells and casts in the urine. The patient 
improved gradually, and some weeks later only a 
trace of albumin was found in the urine. 

It can be stated, then, that pyelitis, pyelonephritis 
and pyelonephrosis occur in 1 infections 
and are due to direct invasion of the kidney by the 
organism. Pyelitis and glomerulonephritis have 
been observed also in the meningococcal infec- 
tions. Furthermore it has been shown that there 
is a causal reaction between glomerulonephritis 
and gonococcal and meningococcal infections. 


KERATODERMIA BLENNORRHAGICUM AND GONOCOCCAL 
ARTHRITIS 


Case 2. W. D., a 29-year-old, white, married male, en- 
tered the hospital because of painful joints of 5 weeks’ 
duration and a purulent urethral discharge. 

Eleven years before entry he contracted a gonococcal 
urethritis without complications, After 6 months of 
treatment he was discharged as “cured.” 

Three months before entry he developed an acute, puru- 
lent urethral discharge after exposure, which he en- 
deavored to treat himself. Five weeks before entry he 
twisted his right ankle, which became red, painful and 
swollen. Two weeks later his left ankle became likewise 
affected. One week later he had chills and fever, felt very 
ill and was confined to bed until entry. One week before 
admission both knees became red, swollen and painful. 

Three weeks before admission he noted a nonpainful 
skin eruption, like “calluses,” on the soles of both feet. 
He soaked the feet in warm water, and was able to re- 
move the calluses. One week later he observed some 
red, raised spots on the inner aspect of his thighs. The 

became roughened and appeared as calluses. In 
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His appetite had failed, and he had lost much weight 
during his present illness. The family and social histories 
were irrelevant. 

Physical examination revealed a fairly well-developed, 
poorly nourished male, appearing acutely ill. The posi- 
tive findings were as follows. The eyes were within normal 


» 
FIG. 2. Showing the characteristic “relief map” lesion of keratodermia 
blennorrhagicum on the soles of the feet (Case 2). 
limits except for tortuosity of the retinal vessels. The 
tongue was coated. The tonsils were enlarged and red- 
dened, but no exudate was present. The glans penis was 
red and bathed in purulent material which could be 
easily expressed from the urethra. The prostate was en- 
larged, tender and firm. Both knees were markedly 
swollen, hot and tender, with evidence of a large amount 
of synovial fluid. Both ankles were hot, swollen and 
tender. The skin on the plantar surfaces of both feet was 
thickened with characteristic “relief map” lesions (Fig. 2). 
of 
| 
, FIG. 3. Lesions of keratodermia blennorrhagicum on the arms, closely 
; simulating psoriasis (Case 2). 
The edges showed a sharp line of demarcation. Toward 
the center of the lesions there were reddish-brown areas 
of sloughing skin. Between the toes, the skin was thick- 
the following 2 weeks crops of similar lesions appeared ened, moist and adherent. Over the skin of the legs, 
on the legs, arms, scalp and chest. They were never pain- perineal region, abdomen, chest and arms there were 
ful, but itched considerably. The lesions reappeared on firm, reddened, raised, waxy-looking lesions. Some of the 
the soles of his feet. lesions were scaly, and appeared similar to psoriasis 
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(Fig. 3). There were a few scaly, reddened lesions along 
the border of the hairline of the scalp. 

The urine specimen on admission showed a slight 
amount of albumin. Twenty-eight subsequent specimens 
were normal. On admission, the blood had a hemoglobin 
of 9.36 gm. per cent; the red cell count was 4,200,000 per 
cu. mm. and the white cell count 15,000, with a normal 
differential. On discharge from the hospital 9 months 
later the blood count was normal. The blood Kahn test 
was negative; the gonococcal complement-fixation test 
was positive. A culture of venous blood taken on entry 
showed no growth. The sedimentation rate of the eryth: 
rocytes was persistently elevated for 8 months and normal 
thereafter. A stained smear of the prostatic secretion on 
entry, and 6 months later showed gonococci. A culture of 
the skin lesions showed Staphylococcus aureus and S. albus, 


Roentgenograms, on entrance, of the cervical spine 
showed hypertrophic arthritis of the lower bodies, while 
the dorsal spine presented evidence of Marie-Strumpell 
arthritis. The knees revealed no bony changes. This 
arthritis of the spine was not due to the present infection. 
The electrocardiograms were within normal limits. 
During the patient's stay of 9 months in the hospital, it 
Was necessary to treat the arthritis, the skin lesions and 
the original focus of infection. Since the patient com- 
plained mostly of painful joints during his entire stay, the 
course and treatment of his arthritis will be presented first. 
Because of the presence of an abnormal amount of 
synovial fluid in both knee joi 


fluid 

from the right knee joint, and 115 cc. from the left knee. 
Cultures of the fluids were negative. The gonococcal 
complement-fixation test was positive. The white blood 
counts of the fluid were 23,400, to 35,300 cells per cu. mm. 
with 91 to 96 per cent polymorphonuclear leukocytes. Fol- 
lowing the aspiration of this fluid, the patient experienced 
considerable relief. Salicylates were given in large amounts, 
which further alleviated the pain. Three weeks after en- 
try the right ankle was placed in a splint because of a 
beginning foot drop and eversion. Three months after 
entry the patient complained of stiffness and pain of the 
spine, especially in the cervical region. He obtained some 
relief when bed boards were used. It was noted that he 
was developing a flexion deformity of the cervical spine, 
and this was corrected by placing his neck in extension 
with a 5-pound weight for several weeks. Six months 
later he complained of severe pain in the temporoman- 
dibular joints. Relief followed the intravenous injection 
of an autogenous gonococcal vaccine. Shortly after entry 
physiotherapeutic measures were instituted, including bak- 
ing, gentle massage, passive motion of the extremities and 
muscle training. Upon his discharge from the hospital, 9 
months after entry, the patient experienced some difficulty 
in walking because of the stiffness of his feet, ankles and 
knees. He had a “hammer-toe formation” on both feet, 
but operative procedure was deferred until a later date. 
With the aid of special shoes and braces, he was able to 
walk fairly well. 

The patient had little discomfort due to his skin condi- 
tion. The older lesions caused itching, especially at night. 
For about 8 weeks after entry new lesio 
crops on various areas of the body. 
mucous membranes were noted. Four weeks after entry 
lanolin was applied daily to the lesions on the feet. This 
softened the tissue, and denudation was possible. Two 
weeks later, 8 toenails dropped off. Following this there 
was a healthy growth of skin and toenails with no exacer- 
bation of the previous process. It is of interest to note that 
the skin lesions and arthritis subsided with conservative 
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treatment rather than by the use of such operative pro- 
cedures as vesiculectomy or vasotomy. 

The urethral discharge continued for several weeks. 
Gentle massage of the prostate gland was attempted early 
in the course of his illness, but he sometimes had chills, 
fever and increase in joint pain following this procedure, 
and the treatment was temporarily discontinued. Later, 
prostatic massage was resumed three times a week with 
no ill effects. When he left the hospital the urethral dis- 
charge had subsided, and a smear was negative for gono- 
cocci. 

Because of his general nutritional state, a high caloric 
diet rich in vitamins was given. ferrous sulfate 
to correct his anemia. Under this regime, he gained in 
weight and his appetite improved. 

He was discharged from the hospital with no evidence 
of any skin lesions. The discharge diagnoses were: gono- 
coccal urethritis, prostatitis and vesiculitis; gonococcal 
polyarthritis; keratodermia blennorrhagicum; hypochromic 
anemia; and Marie-Strumpell arthritis of spine. 

Five months after his discharge from the hospital he 
returned, complaining of painful joints. He denied any 
exposure to venereal infections since discharge. He had 
a urethral discharge, but no gonococci were seen in a 
stained smear. A maculopapular eruption also had ap- 
chest, dorsums of the hands and arms. The lesions had 
the same appearance as that of the previous skin erup- 
tion. Of considerable interest was the appearance of a 
second type of skin lesion which had persisted since his 
previous hospital admission. It was indistinguishable from 
psoriasis, and was present in both axillae and the scalp 
and on the thighs. He remained in the hospital for 2 
months. He received several intravenous injections of 
typhoid-paratyphoid vaccine, and two courses of fever 
therapy in a hyperthermic box. During this time symp- 
toms of his arthritis subsided. 
peared except for the psoriasiform lesion. 

Review of Literature. According to Keim'* 
four types of cutaneous involvement have been de- 
scribed in association with gonorrhea: (1) simple 
erythema—most frequent, even when toxic erythe- 
ma resulting from medication has been ruled out; 
(2) lesions simulating urticaria and erythema 
nodosum; (3) hemorrhagic and bullous exan- 
thems; (4) hyperkeratosis—the type of lesion 
which interests us in this discussion. 

Keratodermia blennorrhagicum is a rare skin 
disease. Comprehensive and critical reviews of the 


subject have been made by Keim,"* Rostenberg 
and Silver,’® Chambers and Koetter®® and Down- 
ing.”* According to Chambers and Koetter only 73 
cases had been reported in the literature up to 1933. 
Lees** observed 388 cases of gonococcal arthritis, 
and found keratodermia blennorrhagicum present 
in 12, a rather high incidence. It occurs mostly in 
males, only 3 cases having been reported in females. 
Essential for its diagnosis are: (1) a gonococcal 
infection along the genital tract; (2) gonococcal 
arthritis; (3) a keratosic eruption. 

The first cutaneous manifestation is a well- 
defined pin-point papule.*® The earliest pathologic 
change is a lymphocytic infiltration of the corium. 
Ventral crusting takes place in the papule owing 
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to a necrosis. The pustule increases in size, and the 
necrosis and crusting also increase from the center 
to the periphery. Gradually the activity subsides; 
the pustular ring disappears and is entirely replaced 
by a crust, which ultimately separates, leaving a 
smooth hyperpigmented skin. Chambers and Koet- 
ter®’ also describe the same histologic and clinical 
appearance of lesions in the mucous membrane of 
the mouth of a patient. In the differential diag- 
nosis of this skin lesion the rupial forms of syphilis 
and psoriasis must be kept in mind. 

Although keratodermia blennorrhagicum is defi- 
nitely associated with a gonococcal infection, its 
pathogenesis is not clearly understood. Many at- 
tempts have been made to culture gonococci from 
the lesions but, according to Downing,” only five 
reports give successful results, and probably only 
one of the cases was a true keratodermia blennor- 
rhagicum. 

Many forms of treatment have been recom- 
mended for this skin condition. Most essential 1s 
the eradication of the focus of infection. 


DISCUSSION 


The cases reported are examples of rare and 
unusual complications of gonococcal infection, and 
since there was no convincing evidence that either 
was due to metastatic lesions, it is suggested that 
some other mechanism, as yet not well understood, 
is responsible for these manifestations. It is not 
unusual for nephritis and skin lesions to follow 
other infections, especially streptococcal infections, 
and it has been demonstrated repeatedly that these 
are not due to bacterial metastasis. At least one 
can say that there is no evidence for bacterial 
metastasis at the time that the lesions are manifest. 
In view of the fact that several observers have iso- 
lated gonococci from the skin lesions of keratoder- 
mia, it is possible that some of them at least are due 
to bacterial metastases. 

The appearance of keratodermia during the 
course of an arthritis should suggest the gonococcus 
as the etiologic agent, and careful search should be 
made for evidence to confirm this possibility. The 
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nonsuppurative lesions of gonococcal infections 
obviously require further study. 


SUMMARY 


Acute glomerulonephritis and keratodermia blen- 
norrhagicum may be associated with gonococcal 
arthritis. The clinical course is’ described in two 
patients having a gonococcal arthritis, the first 
complicated by nephritis and the second with kera- 
todermia blennorrhagicum. A brief review of the 
literature which refers to these complications is pre- 
sen 
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MIGRAINE SYNDROME—VON STORCH 


THE MIGRAINE SYNDROME 
Comments On Its Diagnosis, Etiology and Treatment 


Tueopore J. C. von Storcu, M.D.* 


BOSTON 


] T is the purpose of this communication to cor- 
relate certain recent observations concerning the 
migraine syndrome, in the hope of relieving some 
of the present confusion concerning its diagnosis, 
etiology and treatment. 


DEFINITION 


A clear conception of the constituents of the 
migraine syndrome is essential to anyone attempt- 
ing its study or treatment. Such knowledge is 

necessary in evaluation of the many 
conflicting reports concerning its cause and relief. 
Migraine is not a disease but a syndrome or symp- 
tom-complex, and must be approached as such. 

Briefly, the syndrome consists of the recurrence, 
against a background of relative well-being, of 
severe, incapacitating headaches. They are usually 
associated with gastrointestinal phenomena, fre- 
quently with visual and vasomotor signs and 
symptoms, and with motor or sensory 
phenomena. The entire _— is resistant to 
the more common forms of treatment directed 
against headache. 

The headache is frequently hemicranial, often 
alternating. However, it may be, less typically, 
frontal, parietal, occipital or generalized. The pain 
varies in type and severity in different persons; the 
severity varies from time to time in the same indi- 
vidual. The type of pain, however, is fairly con- 
stant for each patient. 

The headache is more frequently associated with 
nausea or vomiting and less frequently with visual 
disturbances. The latter symptom, however, is of 
greater diagnostic value than the gastrointestinal 
ones. The visual phenomena are quite variable, 
the classical symptom being scintillasing scotomas 
against a hemianopic field. Frequently, how- 
ever, they consist merely of blurring or 
bia. Other less characteristic concomitants are: 
facial flushing or paling, localized areas of edema, 
chilly sensations, paresthesias or numbness of the 
extremities. The scalp is frequently tender during 
an attack. 

The duration of an attack ranges from an hour 
(rarely less) to several days, the frequency from 
one a day to one every few months. The attacks 
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are frequently preceded by an aura, usually visual 
in type. The history frequently reveals the presence 
of migraine in other members of the patient’s fam- 
ily, and epileptic or allergic manifestations are not 
uncommon in the relatives. More women seck 
help for migraine headache than men, the ratio 
being 3:1. In many women the occurrence of the 
attacks bears a regular relation to the onset and 
occurrence of the menses (menstrual migraine), 
but in others no such relation exists. Pregnancy 
frequently affords a seven to ten months’ reliet. 
The menopause (artificial or natural) does not af- 
ford so much relief as is generally supposed; many 
patients become worse thereafter, and others date 
the onset of their attack at the menopause. 


DIAGNOSIS 


Ina saan presenting as many variations as 
migraine, diagnosis is of the utmost importance not 
only in handling individual cases but in evaluating 
the many studies concerning its etiology and ther- 
apy. It is suggested that in reporting cases utiliza- 
tion be made of the four cardinal components of 
the These are, in order of diagnostic 
importance: (1) recurrent headache, preferably but. 
not necessarily hemicranial in type; (2) associated 
visual symptoms, classically scintillating scotomas; 
(3) temporary gastrointestinal phenomena, usual- 
ly nausea or vomiting; (4) hereditary migraine 
diathesis, occasionally an epileptic history. 

The first of these components associated with one 
other is necessary before the diagnosis can be con- 
sidered. At least three components must be present 
for any degree of certainty. A fourth, with or with- 
out less characteristic vasomotor, motor or sen- 
sory concomitants, elevates the diagnosis to one of 
comparative surety. For example, the diagnosis 
may be in order of certainty as follows: 


(1, "2, 3, 4), (1, 2, 4), (1 3, 4), (1, 2), (1, 4) 
and (1, 3). 


There are two exceptions to the invariable inclu- 
sion of recurrent headaches in the migraine syn- 
drome. The first occurs when recurrent headaches 
have, over a period of time, gradually merged into 
a constant state of cephalgia of varying degree. In 
such a situation the history of previously recurrent 
headaches es essential. The second excep- 
tion occurs when the patient is, at the time of 
diagnosis, suffering from recurrent bouts of nausea 
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and vomiting which had previously appeared in 
conjunction with headaches. This constitutes “ab- 
dominal migraine” and necessitates a hereditary 
migraine diathesis before diagnosis can be made. 

The syndrome may be subdivided according to 
the predominance of particular signs and symp- 
toms into common, hemicranial, ophthalmic, 
“white,” “red,” abdominal, atypical facioplegic,’: * 
ophthalmoplegic’: * and psychic* * varieties. Groups 
have also been segregated on the basis of the pre- 
sumed pathogenesis into allergic,” hepatoduo- 
denal,® colonic,’ ocular, psychic,* hereditary, endo- 
crine, menstrual,** *° pituitary" and other types. 
The various arguments for and against such dis- 
tinctions will not be discussed in this communica- 
tion. Excellent reviews of the literature have been 
published by Riley,’ Flatau,? Mobius,’ Jordan,’ 
Bassoe** and others. 

It is of the utmost importance to remember that 
with the exception of a few classical cases the diag- 
nosis of migraine should always be one of exclu- 
sion. It is essential to exclude intracranial aneu- 
rysm, cardiovascular pathology, trigeminal and fa- 
cial neuralgias, intracranial neoplasm (especially 
intraventricular), central nervous system syphilis, 
pure psychoneurosis, endocrine disturbances and 
other disorders with recurrent headache. It is im- 
practical to subject each patient to a series of exam- 
inations sufficient to exclude all possible causes of 
headache. Of practical importance are a careful 
history, a thorough general physical and neurologic 
examination, adequate cranial roentgenography 
and a lumbar puncture. It has been demonstrated 
that the usual laboratory procedures are within 
normal limits in an unselected group of migraine 
patients. The same is also true for the cerebro- 
= fluid examinations and cranial roentgenog- 

y- 

In addition, it must be kept in mind that the 
presence of the migraine syndrome does not ex- 
clude the presence of abdominal disease, glaucoma, 
cerebrovascular accidents, sinusitis and so forth. 
Nor does it prevent the addition of menopausal 
symptoms, psychogenic headaches and _ neurotic 
complaints to the underlying picture of migraine. 
Many a migraine patient has another less well- 
defined cephalgia as well as typical migraine at- 
tacks. These are too frequently a source of con- 
fusion to patient and physician when attempting 
to evaluate the results of any particular therapy. 

MULTIPLE PATHOGENESIS 

Apparently the etiologic process is not identical 
in every patient presenting the migraine syndrome. 
Well-informed observers have reported groups of 
cases in which the predominant pathologic process 
was apparently allergic,” colonic,’ endocrine (single 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Aug. 12, 1937 


or multiple),* * *° duodenal,’ hereditary or psychic* 
in origin. Frequently several theories have been 
proposed to explain the phenomena observed in a 
single group. Prominent among these have been 
hypotheses involving toxic vasomotor substances, 
cerebral (or generalized) vasospasm, cerebrovas- 
cular dilatation, hypophyseal swelling, hypophys- 
eal, ovarian and other endocrine imbalances, 
splanchnocerebral autonomic reflexes, generalized 
or localized cerebral or meningeal edema, oculo- 
cerebral reflexes, and the like. Each case usuaily 
presents factors suggestive of several of these proc- 
esses, one of which appears to be predominant. 
It is beyond the purpose and scope of this paper 
to present a critical analysis of these views. 

It is apparent to anyone observing a large series 
of unselected patients presenting the migraine syn- 
drome that no single pathologic process nor its pre- 
sumed mechanism will explain conditions observed 
in the entire group. On the other hand, any one of 
these processes may be the primary factor in cer- 
tain cases. In other words, each etiologic factor 
appears to be reasonable for a selected group, but 
none for the entire series. It would seem, there- 
fore, that the underlying pathogenesis of the mi- 
graine syndrome is multiple. 

COMMON MECHANISM 

One purpose of this paper is to call attention to 
a mechanism which may be common to all types 
of migraine. The cardinal component of the mi- 
graine syndrome is the recurrent headache. It 
would seem logical that if any common mecha- 
nism exists in the syndrome, it would be related to 
the common symptom, headache. Concentration 
upon this universal phase might prove more fruit- 
ful than the usual approach involving investiga- 
tion of possible multiple mechanisms. 

In recent years it has been shown that ergot 
therapy, notably in the form of ergotamine tar- 
trate, is effective in aborting or terminating mi- 
graine headache in over 90 per cent of unselected 
cases.’*:**:*° This group has included cases cover- 
ing almost all of the reported underlying causes. 
Without regard for type, ergotamine has repeat- 
edly relieved cases in which the allergic, gastro- 
intestinal, ocular or endocrine factors have been 
predominant etiologic agents. Therefore, it would 
appear that ergotamine tartrate acts upon some 
mechanism for the production of headache which 
is common to various types of migraine regardless 
of their presumed etiology. 

It has been shown that ergotamine is not seda- 
tive in action, nor does it relieve certain other non- 
migraine headaches.** It has relieved migraine at- 
tacks in patients with superimposed neurotic head- 
aches without altering the latter. Furthermore, 
it has failed to relieve the headache associated 
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with hypertensive cardiovascular disease, intracra- 
nial neoplasm, postlumbar puncture reaction, or 
introduction of air into the ventriculosubarachnoid 
spaces.’ It is ineffective in preventing the head- 
ache due to intravenous histamine injection even 
in patients who have just previously been relieved 
of a migraine headache." These observations 
would suggest that ergotamine is specific for the 
migraine type of headache.* 

It is apparent, therefore, that some constituent 
of ergot, more especially that found in ergotamine 
tartrate,t exerts a specific effect against migraine 
headache regardless of type or presumed etiology. 
On this basis it is suggested that the mechanism 
producing the migraine headache is common to 
all types of migraine, that this mechanism differs 
from many, if not all other, mechanisms for head- 
ache, and that this mechanism is the common re- 
sult of various underlying pathologic processes. 


SITE OF ACTION OF ERGOTAMINE 


If it be accepted that such a common mechanism 
exists and that ergotamine exerts a specific effect 
upon it, then studies on the physiologic properties 
of ergotamine might reveal the nature of this 
mechanism. 

Ergotamine was first used in migraine on the 
hypothesis that it acts in man as a sympathetic 
paralyzant, and that migraine is the result of 
cerebrovascular spasm resulting from excessive 
sympathetic activity.’ There is very little worth- 
while evidence that intracranial cerebrovascular 
spasm exists during a migraine attack. A critical 
review of the literature concerning ergotamine 
reveals that there is even less evidence for its sym- 
pathetic paralyzant action in man when adminis- 
tered in the usual therapeutic doses. Therefore, 
it is best to start anew in the search for the sig- 
nificant function of ergotamine. 


Its undoubted oxytocic action could hardly be 
considered as effective in migraine. Likewise, the 
decreased pulse rate and pressure with decreased 
sinoauricular conduction, decreased intraocular 
pressure and moderate changes in blood chemistry 
cannot be considered primarily effective. 

It has been shown that ergotamine is not an 
analgesic,*® nor is its effect due to the production 
of nausea or vomiting.’"* The increase in arterial 
blood pressure and secondary increases in cerebro- 
spinal fluid pressure and cerebral blood flow are 
not the important factors, as other drugs produc- 
ing more marked alterations in the same direction 


thesias, P na once 
they have been established. However, the drug may of itself produce 
vomiting. It might be suggested that it acts against the “‘cranial com- 
ponents” of migraine. 


tThe more recently isolated woneerine (ergobasine, ergometrine, er- 
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do not relieve, and often accentuate, the head- 
ache.** It has no demonstrable effect upon the 
electrical skin resistance.’ 

Recent unpublished observations in man by the 
author have shown that, whereas ergotamine may 
produce a variable dampening effect on the sym- 
pathetic vasoconstrictor reflexes, it also exerts a 
much more potent direct vasoconstrictor action on 
the walls of the peripheral blood vessels. Patho- 
logical evidence has been confirmatory of such a 
constrictor effect on the arterioles and small ar- 
teries.*° It has been shown in animals that er- 
gotamine causes a consistent constriction of the 
dural arterioles but a totally variable response in 
the pial vessels.” 

Recent observations by Wolff** are of fundamen- 
tal significance. He has demonstrated that ergot- 
amine in therapeutic doses in man constricts the 
branches of the external carotid arteries (tem- 
poral and middle meningeal arteries) but does 
not alter or has an uncertain effect upon the in- 
ternal carotid branches (cerebral and pial ar- 
teries).”* 

observations suggest that ergotamine 
causes a hypertonicity or active vasoconstriction of 
the dural and temporal arteries and arterioles in 
the process of relieving a migraine headache. 

Earlier observations from Wolff's laboratory 
have suggested that migraine headache might be 
somewhat similar to the headache following the 


intravenous administration of histamine. This. 


type of headache is caused by stimulation of the 
dural periarterial plexuses by the excessive trans- 
mission of arterial pulsations through vessel walls 
rendered atonic by histamine. Observations by the 
author, as yet unpublished, on the threshold to 
headache of patients with migraine and other dis- 
orders promise further confirmation of this hy- 
pothesis. The perivascular dural areas in man 
have beea demonstrated as capable of producing 
localized or referred headache.** The therapeutic 
results of Dickerson*® and more recently of Old- 
berg’ in relieving migraine by ligation and sec- 
tion of the middle meningeal arteries are also con- 
firmatory. The observations that the scalp is often 
tender during a migraine attack and that pressure 
on the temporal artery frequently alters the in- 
tensity of the headache suggest that the extracranial 
branches of the external carotid artery may also 
be involved. A hypotonicity with a variable degree 
of dural arteriolar vasodilatation, less marked but 
more prolonged than that caused by histamine, 
might occur in migraine as the end result of sev- 
eral underlying pathologic processes and cause 
pain by stretching the periarterial plexuses. 
It is therefore tentatively suggested that the 
**I am deeply indebted to Dr. H. G. Wolff for permission to quote his 
studies. The information afforded by them constitutes the 
vital link in the chain of evidence herein presented. 


*Ergotamine relieves the concomitant visual scotomas and cranial i. 
similar to ergotamine, is much less effective in migraine, only about 
50 per cent of cases being relieved. | 
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common mechanism of the migraine headache con- 
sists of overstimulation of the dural, and possibly 
extracranial, periarterial plexuses through the me- 
dium of hypotonic dilatation of the vessels in 
question. Further investigations are needed con- 
cerning the validity of the hypothesis as pre- 
sented. 

Should this thesis prove tenable it is obvious 
that it is merely an initial step in the study of 
migraine. The question as to what is responsible 
for the vasodilatation in the 

ine is ultimately of greater significance. Vari- 
vasodilator might be elaborated. Al- 
lergens might cause such vasodilatation. Autonomic 
reflexes as yet undiscovered might be of signifi- 
cance. These are the problems of the future. 
Careful observation and investigation concerning 
the general problem of headache are sorely needed, 
and are only recently receiving proper attention. 


It will be pointed out by critics of such a thesis that 
ergotamine P ss not relieve the headache produced by 
histamine, and hence that the migraine headache which 
is relieved by ergotamine cannot be similar in mechanism. 
It should be remembered that ergotamine fails when a 
relatively small therapeutic dose is used to prevent the 
marked vasodilatation caused by large doses of intravenous 
histamine. It has been postulated that the vasodilator ac- 
tion in migraine is less pronounced than that produced 
by histamine, and can be more readily overcome by the 
effect of ergotamine. The mechanism and its relief en- 
tail degree as well as direction of action. Such quantita- 
tive drug antagonisms are common physiologic observa- 
tions. 


Another criticism is that other vasoconstrictors do not 
relieve migraine attacks. These, such as adrenalin, are 
ultimately intracranial vasodilators because of the increase 
in arterial tension resulting from peripheral vasoconstric- 
tion. Less effective intracranial vasoconstrictors, such as 
caffeine, are perhaps not sufficiently active to balance the 
vasodilatation present in the usual migraine attack but are 
effective only in the milder forms. 

Finally, it may be said that the predominant signs dur- 
ing a migraine attack are frequently vasoconstrictor in 
type, such as paling. These signs are referable only to the 
extracranial circulation or to the retinal arteries (branches 
of the internal carotid artery), and as such do not indi- 
cate similar changes in the dural vessels. 

Needless to say, other objections will be raised and it 
will be through these objections and their investigation 
that progress may be hoped for. 


TREATMENT OF THE ATTACK 


It has been well demonstrated that the most 
effective nonsedative method of relieving the mi- 
graine attack consists in the proper use of ergot- 
amine Sedatives are not recom- 
mended because the relief afforded by ergotamine 
is more complete. From 1 to 5 mg. of ergotamine 
tartrate (Gynergen*) in a single dose by mouth, 
followed by 1 to 2 mg. per hour to a maximum 
total of 10 to 12 mg., is effective in the milder mi- 


*Manufactured by and supplied through the generosity of the Sandoz 
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graine syndromes. A single subcutaneous dose of 
from 0.25 to 0.5 mg. is more effective, affording 
relief in fifteen to forty-five minutes in over 90 per 
cent of all cases. Intranasal and anal administra- 
tions have been ineffective. Daily prophylactic 
dosage has also proved valueless. 

Atropine sulfate in doses of from 1/150 to 
1/100 gr. by mouth or injection helps to relieve the 
associated nausea and vomiting. Calcium gluco- 
nate (10 cc. intravenously) relieves concomitant 
muscle pains when they occur.’* Daily adminis- 
tration of calcium may also decrease the frequency 
of attacks in a selected group of cases or may de- 
crease the amount of ergotamine necessary to re- 
lieve an attack. Transient paresthesias, weakness, 
substernal and occasional drowsiness - 
may follow the administration of the drug. 

Ergotamine is contraindicated in coronary or 
peripheral obliterative vascular disease, during 
acute infection, in the presence of demonstrable 
hepatic disease and in hypovitaminosis, especially 
that due to a deficiency of vitamin C. When ad- 
ministered as recommended it may be given safe- 
ly for prolonged periods. Several patients have 
used 0.5 mg. parenterally per week for over four 
years without ill results. No more than 0.5 mg. 
parenterally or 12 mg. by mouth should be admin- 
istered in twelve hours except by those familiar 
with the drug. It is to be emphasized that ergot- 
amine merely provides a temporary relief from the 
attack, and its use should not diminish the search 
for the etiologic agent peculiar to the case in 
question. 

PREVENTION OF THE ATTACKS 


There are two logical preventive approaches to 
migraine. One is the single approach aimed at the 
common mechanism—the paralysis of the nerve 
pathways mediating the painful impulses. The 
theory of dural vasodilatation is as yet unproved. 
If it be accepted we still have no means wherewith 
to prevent its recurrence. However, section of the 
periarterial neural pathway is possible, and has 
been accomplished by middle meningeal arteriai 
ligation and section. The reported results suggest 
that this minor operative procedure may prove to 
be a practical means of preventing the recurrence 
of migraine headaches.**: ** 

The second approach is aimed at discovery and 
treatment of the particular pathogenesis in each 
individual case. Thus, having arrived at a diag- 
nosis of migraine by a process of excluding other 
causes of similar headaches, the physician must 
determine what abnormalities appear to be predom- 
inant in each patient. Any group of cases will 
then become subdivided into allergic, endocrine, 
ocular and other types. It is of the utmost im- 
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portance that all of the possible etiologic factors be 
considered before inclusion of any case in a specific 
group. Once a predominant pathology is discov- 
ered intensive treatment along that line is indicated. 

Avoidance of antigens and desensitization have 
proved valuable in the allergic group.’ Correction 
of refractive errors, muscle imbalance and other 
ocular abnormalities are equally successful when 
indicated. Correction of gastrointestinal disorders 
has also been helpful.*\* Psychologic readjust- 
ment has proved of value in almost all cases but to 
a less complete degree; cures having been infre- 
quent.” Recent advances in endocrinology, espe- 
cially that of pituitary-ovarian relations in the fe- 
male, have opened up a wide and promising field 
for therapy. Several reports have suggested that 
the administration of estrogenic substances is val- 
uable in a selected group of menstrual and meno- 
pausal migraines.” Equally good results are re- 
ported with administration of the follicule-stimu- 
lating hormone.’ This field appears promising, 
but will necessitate better quantitative assays than 
are now available of the hormonal balance in nor- 
mal and in migraine patients. 


SUMMARY 


The migraine syndrome has been defined and 
four criteria laid down for diagnosis. It is suggested 
that these criteria be utilized in reporting cases in 
order that some semblance of standardization may 
be developed. It is emphasized that the diagnosis 
be one of exclusion and that once made, a search 
be instituted for the pathogenesis peculiar to that 
case. 

From observations of more than 200 unselected 
patients presenting the migraine syndrome, it is 
apparent that the underlying cause is multiple and 
varies in different cases. Studies on the physiologic 
and therapeutic effects of ergotamine tartrate have 
suggested that a common mechanism responsible 
for migraine headache exists in all cases regardless 
of ultimate pathogenesis. It is tentatively proposed 
that this mechanism consists of dilatation of the 
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dural and possibly temporal arteries, with conse- 
quent stimulation of their periarterial plexuses. 
Ergotamine tartrate (Gynergen) is the most ef- 
ficient nonsedative means of aborting or terminat- 
ing individual migraine attacks. Prevention of the 
attacks depends upon determination of the under- 
lying pathology present in each individual case. 
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MASSACHUSETTS MEDICAL SOCIETY 
PROCEEDINGS OF THE SOCIETY 


HE one hundred and fifty-sixth anniversary 

was observed in Boston, Tuesday, Wednesday 
and Thursday, June 1, 2 and 3, 1937. The head- 
quarters were located at the Hotel Bradford and 
all the scientific meetings were held and all ex- 
hibits shown there. 


First Day, June 1 


In the morning the Section of Dermatology and 
Syphilology met in Studio C. The officers of the 
section were C. Morton Smith, of Boston, chair- 
man, and J. Harper Blaisdell, of Boston, secretary. 
The attendance was 110. At the business meeting 
the following officers were elected for the ensuing 
year: 

Chairman: George A. Dix, Worcester. 

Secretary: J. Harper Blaisdell, Boston. 

The Section of Obstetrics and Gynecology also 
met on Tuesday morning in the Lobby Salon. The 
officers of the section were Raymond S. Titus, of 
Boston, chairman, and Roy J. Heffernan, of Bos- 
ton, secretary. The attendance was 70. At the 
business meeting the following officers were elected 
for the ensuing year: 

Chairman: Raymond S. Titus, Boston. 

Vice-Chairman: Roy J. Heffernan, Boston. 

Secretary: M. Fletcher Eades, Newtonville and 
Boston. 


At the same time the Section of Tuberculosis 
held its meeting in the Penthouse. The officers 
of the section were Olin S. Pettingill, of Middle- 
ton, chairman, and Theodore L. Badger, of Bos- 
ton, secretary. The attendance was 25. At the 
business meeting the following officers were elected 
for the ensuing year: 

Chairman: Olin S. Pettingill, Middleton. 

Secretary: Theodore L. Badger, Boston. 


In the afternoon the Section of Medicine met in 
the Lobby Salon. The officers of the section were 
Laurence D. Chapin, of Springfield, chairman, and 
George D. Henderson, of Holyoke, secretary. The 
attendance was 130. At the business meeting the 
following officers were elected for the ensuing 
year: 

Chairman: William H. Robey, Boston. 

Secretary: Clark W. Heath, Boston. 


At the same time the Section of Radiology and 
Physiotherapy met in Studio C. The = of 
chairman, and Frank E. Wheatley, of sec- 


retary. The attendance was 25. At the business 
meeting the following officers were elected for 
the ensuing year: 

Chairman: Frank E. Wheatley, Milton. 

Secretary: Herman A. Osgood, Boston. 

In the evening the Shattuck Lecture was de- 
livered in the Lobby Salon by Henry D. Chad- 
wick, Massachusetts commissioner of 
health, on the subject of “The Diseases of the 
Inhabitants of the Commonwealth.” This paper 
oe in the New England Journal of Medicine 

of June 10, 1937. Following the lecture, light 
refreshments were served. 


Seconp Day, June 2 


As an innovation in the program of the meeting, 
the Committee of Arrangements introduced an all- 
day meeting composed of short practical presen- 
tations of clinical subjects particularly serviceable 
to those in general practice; actual cases were pre- 
sented in certain instances. The average attend- 
ance for the entire day was more than 250. Augus- 
tus Thorndike, Jr., was chairman, with Walter S. 
Burrage in charge of the morning session and 
James A. Halsted in charge of the afternoon ses- 
sion. All the participants listed in the program 
were present. 

At 10 o'clock the Supervising Censors met in 
the Penthouse, and at 10.30 the Council assembled 
for its annual meeting in the same place. This 
meeting was followed by the Cotting Luncheon 
for Councilors, at 1 o'clock. 

The annual dinner was served in the Lobby 
Salon at 7.15. There were approximately 360 peo- 
ple in attendance.. 

The invocation was given by the Rev. Otis F. 
Kelly, who is a physician and also a fellow of the 
Society. There were brief remarks by Channing 
Frothingham, the president-elect, and by Walter 
G. Phippen, the vice-president-elect. The guests 
and others at the head table were presented to the 
Society by the President. Father Kelly was called 
upon for a few remarks, in the course of which he 
stated that he had not given up the profession oi 
medicine but that he was attempting to add some- 
thing to it. 

President Mongan called attention to the unu- 
sual circumstance by which the president of the 
American Dental Association and the president of 
the American Medical Association appeared on 
the same program and presented LeRoy M. S. 
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Miner, president of the American Dental Associa- 
tion and a fellow of the Society. His remarks were 
very appropriate, and dealt with the necessity for 
closer co-operation between the medical and dental 
professions, not only for the sake of the physician 
and the dentist but more particularly for the sake 
of the patient. He referred briefly to some of the 
impending social legislation, and expressed the 
hope that the two great organized i 
would get together in a constructive way for the 
protection of the public. 

The president of the American Medical Associa- 
tion, Charles Gordon Heyd, was then presented. 
His interesting address was published in the New 
England Journal of Medicine of August 5, 1937. 


The dinner was followed by dancing. 


Tuirp Day, June 3 
In the morning the Section of Surgery met in the 
Penthouse. ‘The officers of the section were Fred- 
erick S. Hopkins, of Springfield, chairman, and 
Augustus Thorndike, Jr. of Boston, secretary. 
The attendance was 200. At the business meeting 
the following officers were elected for the ensuing 


year: 


Chairman: Leland S. McKittrick, Boston. 
Secretary: John M. Fallon, Worcester. 


At the same time the Section of Pediatrics heid 
its meeting in Studio C. The officers of the section 
were J. Herbert Young, of Newton and Boston, 
chairman, and James M. Baty, of Belmont and Bos- 
ton, secretary. The attendance was 43. At the busi- 
ness meeting the following officers were elected for 
the ensuing year: 


Chairman: Paul W. Emerson, Boston. 
Secretary: James M. Baty, Belmont and Boston. 


ANNUAL MEETING 


The annual meeting was held in the Lobby 
Salon on Thursday, June 3, at noon. The presi- 
dent, Dr. Mongan, called the meeting to order and 
requested the Secretary to present a record of the 
previous meeting. The Secretary stated that the 
minutes of the previous meeting, which was heid 
on June 10, 1936, in Springfield, were published 
in the issue of the New England Journal of Medi- 
cine of August 27, 1936. The President announced 
that there being no objection the record would 
stand approved as it appeared in the above quoted 
issue of the Journal. 

The Secretary announced the changes in mem- 
bership as follows: 
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Membership reported June 10, 1936. .............. 5,120 
Losses 
111 
Resignations ................... 31 
Deprivations ................... 52 
194 
Gains 
secs scenes 234 
Readmitted by Censors.......... l 
by Council............ 15 
250 
Membership reported June 3, 1937................ 5,176 
The President presented the president-elect, 
Channing Frothingham, and the vice-president- 


elect, Walter G. Phippen. 

There being no resolutions, the President read 
the names of the duly accredited delegates from 
the other state societies. It appeared that there 
were present at the meeting Dr. John D. Spring, 
of Nashua, New Hampshire, Dr. E. H. Risley, of 
Waterville, Maine, and Dr. Joseph A. LaPalme, 
of Putnam, Connecticut. 

The President directed the Secretary to present 
the proposed amendments to the by-laws. The 
Secretary stated that in compliance with the pro- 
visions of Chapter IX the following amendments, 
having been approved by the Council at its annual 
meeting on June 2, 1937, were presented for action: 

(1) Chapter VI, Section 1, entitled Duties of 
President, shall be changed so that sentence six 
shall read “He shall be a member of all stand- 
ing and special committees by virtue of his of- 
fice.” (The Society voted to adopt the amend- 
ment.) 

(2) Chapter VII, Section 6, entitled Duties of 
Committee on State and National Legislation, 
shall be changed so that the first sentence shall 
read “The Committee on State and National Leg- 
islation shall consist of five fellows.” (The So- 
ciety voted to adopt the amendment.) 

(3) Chapter VI, Section 3, entitled Duties of 
Secretary, shall be changed so that paragraph six 
shall read “Under the direction of the Commit- 
tee on Publications he (the Secretary) shall issue 
at such intervals as may be determined by the 
Council a directory of officers and fellows of the 
Society, which shall be furnished upon request 
to fellows who are not in arrears.” (The Society 
voted to adopt the amendment.) 

(4) Chapter IV, Section 4, entitled Auditing 
Committee shall be changed so as to read “At 
the second stated meeting, in October, the Coun- 
cil shall appoint a committee of two fellows who 
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are not Councilors who shall, following the close 
of the fiscal year, (a) require an examination and 
verification, by a certified public accountant, 
of the assets and securities of the Society in the 
custody of the Treasurer and (b) require and 
inspect an audit of his books and accounts by a 
certified public accountant.” (The Society voted 
to adopt the amendment.) 

(5) The name of the Committee on Mal- 
practice Defense shall be changed to the Com- 
mittee on Medical Defense where it appears 
in Chapter VII, Section 8, and other places in 
the by-laws. (The Society voted to adopt the 
amendment.) 


The President stated that because of certain legal 
technicalities and on account of certain laws which 
had been passed recently in Massachusetts, it was 
necessary to change the act which had been used 
in connection with defense of malpractice suits. 
The draft which was proposed had been drawn 
up by the counsel of the Society and had the ap- 
proval of the chairman of the Committee on Mal- 
practice Defense and likewise of the other members 
of the committee. It had also been approved by 
the Council. He requested the Secretary to make 
an additional explanation and to present the 
proposed act. 

The Secretary stated that the former act, in the 
minds of the American Bar Association, constituted 
an illegal practice of law by the Massachusetts 
Medical Society. He then proceeded to read the 
new act, which is as follows: 


PROPOSED DRAFT OF AN 


Act For THE Derense oF Suits 
FOR CTICE 
OF 
Tue Massacnusetts Mepicat Society 
(To replace the previous act adopted by the 
Society June 10, 1908, and as finally amended 
June 9, 1932.) 


Active fellows of the Massachusetts Medical Society, in 
the event that they are sued for malpractice or for al- 
leged illegal acts in connection with the commitment of 
persons to institutions for the insane, shall be entitled, on 
conditions hereinafter specified, to have the Society pay 
for the services of their attorney in connection with the 
defense of such suit. 

h benefit shall be available on the following condi- 


tions: 
First: An active fellow of the Society desiring to avail 
himself of the privileges of this act shall make application 
therefor in writing to the secretary of the medical de- 
fense committee, and shall show to the satisfaction of said 
committee that he is a fellow in good standing in the 
Society, and was at the time of the alleged malpractice, 
and that all of his pecuniary obligations to the Society by 
way of dues and assessments have been duly discharged. 
He shall also furnish to the secretary of the committee 
upon request a complete and accurate statement of his 
connection with and treatment of persons upon which 
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the suit against him is based, giving dates of attendance, 
names and residences of physicians, nurses and other 
persons having knowledge of facts and circumstances 
necessary to a clear and definite understanding of all mat- 
ters in question, and shall furnish such other relevant 
information, if possible, as may be required of him by 
the secretary of the said committee. 

Second: In the event that the medical defense com- 
mittee shall decide that the applicant is entitled to the 
benefit of this act, said applicant may employ to represent 
him either the regular attorney of the iety or such 
other attorney as the applicant may choose and the com- 
mittee may approve. 

Third: The Society will pay for the services of such 
attorney for the defense of the suit against the fellow only 
such sum as the chairman of the medical defense com- 
mittee shall determine to be reasonable. 

Fourth: In the event that a fellow of the Society shall 
make a request for the benefit provided by this act, the 
chairman and the secretary of the medical defense com- 
mittee, acting together, shall have the power to grant the 
said request or to reject it. 

Fifth: The Massachusetts Medical Society shall be un- 
der no responsibility for the payment of any sum agreed 
upon in the settlement of suits, or awarded by the finding 
or verdict of a court or jury, or for making payments for 
any purpose whatsoever, except as specified in this act. 

Sixth: This act shall take effect upon its approval by 
the Council and adoption by the Society, and shall apply 
to all requests for the benefits of this act made after the 
date of its adoption. 


It was duly moved and seconded that the act as 
read be adopted by the Society. The question was 
put and the motion carried without opposition. 

There being no further business, the President 
proceeded to speak on the state of the Society. 


Tue State oF THE Society 


Chapter VI, Section 1, of the by-laws of the Massachu- 
setts Medical Society requires that the President give a 
brief statement on “the state of the Society at the annual 
meeting.” It gives me great pleasure, therefore, to give 
to you an account of my stewardship. The membership 
of the Society at the present time has reached its greatest 
number. It consists of 5,176 members, 193 of whom are 
retired. Its active membership reaches 4,983. Since the 
beginning of its career and during the one hundred and 
fifty-sixth year of its existence the Massachusetts Medical 
Society has exerted great influence in the Commonwealth. 
Its influence is potent. It still contributes its part in 
the shaping of medical education, in co-operating with 
public health officials in matters of public health, and in 
giving in many ways to medical and surgical practice ad- 
vice and co-operation in furthering the health of the Com- 
monwealth. 

THE FINANCIAL STATUS OF THE SOCIETY 


The total of the fund securities and cash of our Society 
as of December 31, 1936, was $174,945.99. For a detailed 
account of these funds I would refer you to the report of 
the Treasurer which appeared in the report of the Pro- 
ceedings of the Council at the stated meeting February 3, 
1937. This report is worthy of your intense study. Dr. 
Butler has managed and is managing the finances of your 
Society with wisdom and discretion. He deserves the 
sincere thanks of every member for his devotion and care 
in administering the financial affairs of our organization. 
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ACTIVITIES OF THE SOCIETY 


The most important activity of the year was the one 
which had to do with legislation affecting the practice of 
medicine. The Committee on State and National Legisla- 
tion, together with the executive officers, handled the pro- 
gram this year without the assistance of a legislative coun- 
sel. They were assisted materially by the Committee on 
Public Relations. The lesson which I draw from our suc- 
cess is that if the physician is interested in medical legisla- 
tion and will go to his representative and convey his opin- 
ions he will find that the legislator is glad to receive him 
and will be guided to a considerable extent by medical 
opinion. The members of the legislature at all times 
appeared ready to listen to your representatives. They ap- 
parently have a desire to give the Commonwealth medical 
legislation which will be of benefit to the community. I 
feel it is the duty of each fellow to interest himself in 
these matters. Your president and the committee have 
nothing but praise and thanks for the attitude shown by 
the members of the legislature with whom they came in 
contact. 


THE JOURNAL 


A change came about in the editorship of the Journal 
on January 1, 1937. In December, 1936, Walter P. 
Bowers, managing editor for fifteen years, resigned. He 
had served long and faithfully in the very important posi- 
tion of editor. It is becoming that the President call to 
your attention the long and faithful service rendered by 
Dr. Bowers. Robert N. Nye, who had rendered valuable 
service as a member of the editorial staff for many years, 
was selected as the managing editor. Your president urges 
that you give him your cordial support. The editor of the 
Journal is always willing to listen to suggestions of the 
individual members in matters pertaining to the manage- 
ment of the Journal. Your president thinks that individ- 
ual members should endeavor not only to contribute their 
help to the scientific side of the Journal but also to help 
in the matter of the promotion of the attitude of the 

jon in those matters which concern the public at 
large. 


SOCIAL SECURITY ACT 


Your president wishes to call your attention to the So- 
cial Security Act. This law, as you know, was passed by 
Congress and signed by the President on August 14, 1935. 
It provides the mechanism for obtaining old age pensions 
and old age annuities and insurance for the unemployed. 
It also furnishes care for dependent children, as well as 
certain maternity benefits and aids to the crippled and 
to the blind. A certain amount of money has been 
allocated to carry on some of these activities by the fed- 
eral government through the Surgeon General of the 
Public Health Service, to be administered under the 
direction of the State commissioner of public health. The 
legislature has passed legislation co-operating with the 
federal government in this field. The Supreme Court 
recently decided that the Social Security Act was consti- 
tutional. Therefore, it is the law of the land. The ad- 
ministration of this law calls for the services of certain 
members of our profession. These medical services can- 
not be carried out successfully without the personal serv- 
ice of physicians. It seemed best, therefore, that we should 
co-operate with the State commissioner of public health 
in the administration of the law. This co-operation on 
the part of the Society will necessarily suspend, at least 
for the time being, the Society’s program of postgraduate 
instruction. Our course in postgraduate instruction cov- 
ered much of the same field as is included in the provi- 
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sions of the Social Security Act. We thought it might be a 
duplication of effort. We also consulted with the Commis- 
sioner of Public Health, who was willing to co-operate 
with the Society. If this law proves to be all that its sup- 
porters say it is, we can learn of the good points through 
medical supervision. If there are so many people in 
Massachusetts who do not receive adequate medical care, 
we can find out through this law and with the aid of the 
medical profession. If there are any defects in the law 
which we think ought to be remedied, then we should 
give our suggestions to the proper authorities. I would 
ask from you for the time being your support in carrying 
out this piece of legislation. Our influence should be used 
to carry out a fair administration of the law. 

Your president wishes to thank sincerely the profession 
at large for its support when it was called upon. He also 
wishes to compliment the Society at large for its response 
to many requests that he and the executive officers have 
made. He can say, without fear of contradiction, that 
no medical society in these United States could give more 
co-operative help. Your president feels under a lasting 
cbligation for the aid and efficient service, at all hours of 
the twenty-four sometimes, that have been given willingly 
and without stint by our efficient secretary, Dr. A. S. Begg. 
I present him to you. May I also present your vice- 
president, Dr. Channing Frothingham, and have him come 
before you here; I thank him for the efficient, willing and 
active co-operation I have received from him. To mem- 
bers of the standing committees | return thanks for their 
co-operation. The hard-working Committee on Post- 
graduate Instruction deserves thanks. The Committee on 
Public Relations has done most efficient work, has studied, 
long and hard, matters pertaining to the administration 
of ‘laws which affect the individual members of our So- 
ciety, and has been faithful in its attendance at commit- 
tee meetings; I think the attendance has been somewhere 
between 75 and 80 per cent. One of the most faithful 
members traveled one hundred and fifty miles to attend 
these meetings, and I think it is very notable that you 
should have men that come one hundred to one hundred 
and fifty miles because that means giving up a day and 
sometimes they are not able to get home at night on 
account of the weather. They give that time willingly 
because of their interest in our profession; I think they 
deserve your highest commendation. Members of all these 
committees have given freely and willingly of their time. 
Their recompense is the consciousness of duty well per- 
formed and service most generously given. 

I would exhort you to give to my successor in office 
the same loyalty, the same co-operation, as you have given 
to me, and I trust that the esprit de corps of the Society 
will never cool. 


Upon conclusion of his remarks the President 

presented the orator, Dr. Joseph W. O’Connor, who 

to deliver the Annual Discourse on the 

subject of “The Medical Society and Maternal Mor- 

tality.” This has appeared in the New England 
Journal of Medicine of June 3, 1937. 

Upon completion of the discourse the annual 
meeting adjourned. The total registered attend- 
ance for the three-day meeting was 1,107. 

The commercial exhibits were particularly attrac- 
tive, and the arrangement of the various booths 
was excellent. The scientific exhibits were more 
complete than ever, and appeared to be well at- 
tended by the fellows. 


| 
| 
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The Committee on the Ladies’ Program ren- 
dered a particularly effective service to the lady 
visitors. The committee was made up as follows: 


Honorary chairman: Mrs. Charles E. Mongan. 

Chairman: Mrs. Horatio Rogers. 

Members: Mrs. W. J. Mixter, Mrs. Augustus 
Thorndike, Jr.. Mrs. Harold C. Stuart, Mrs. G. K. 
Mallory, Mrs. Herrman L. Blumgart, Mrs. Fred- 
erick L. Good, Mrs. Richard P. Stetson, Mrs. Wai- 
ter S. Burrage, Mrs. E. J. O’Brien, Jr. 

The program of entertainment was as follows: 


Tuespay, June 1: 
Tea, from 4 to 6 p. m., at the home of Mrs. 
Charles G. Mixter, 57 Clyde Street, Brookline. 
Shattuck Lecture, 8:15 p. m., Hotel 


Wepnespay, June 2: 


Visit to hospitals, 10 a. m. to 12 m. 
Tea at the Isabella Stewart Gardner Museum, 
There 


Tuurspay, June 3: 

Trip to the Wayside Inn from 10 a. m. to 3 p. m. 
Luncheon as guests of the Massachusetts 
Medical Society, in honor of the wives of the 
presidents of the district medical societies. 


Apissions REcoRDED FROM June 10, 1936 to 


June 3, 1937 
Year of Medical 
Resid Coll 
1936 Abbott, John Adams, Concord.............. 


1937 Adams, Ronald Weston, Newton Center..... 
1937 *Aguglia, Vincent Bellina, Belmont......... 
1937. Allen, George Row, Norwood............. 
1937 Anglem, Thomas Joseph, Milton............ 
1936 “Arne, Alexander, Medford........... 
1937 Asckoff, Myer, Salem...................... 
1936 Ashton, Paul Millner, Springfield............ 
1937 Bartels, Elmer Clarence, Newton Center...... 
1936 Beecher, Henry Knowles, Boston........... 
1936 Beers, Daniel Nichols, Pittsfield.............. 
1937 Benedict, Karl Temple, Worcester........... 12 
1937 Benjamin, H. Weston, Newton Highlands.... 15 
1936 *Biller, Albert Livingston, Watertown 6 


— 
SN ONA NAS = 


1937 Binnig, Carl Martin, Arlington.............. 12 
1937. Boucher, J. Edmund, North Chelmsford... . 31 
1937 Boyd, Kenneth Taylor, Haverhill............ 12 
1937 Bradford, Charles Hickling, Boston......... ll 
1937 Branch, Charles Digges, Brookline.......... 38 
1936 Brenner, Harry Harold, Walpole............ 12 
1937 *Brown, Henry Stanley, Stonecham........... 32 
1936 Brusch, Charles Armao, Cambridge......... 12 
a Buck, Roger, Fall River.................... 4 

Burrier, Walter Painter, Northampton....... 12 
1936 Canter, Bernard, 12 
1937 Carey, Benjamin Watson, Jr., Boston........ 11 
1937 Carmody, John Thomas Baldwin, Worcester.. 1 
1937 Carter, Arthur Clinton, New Bedford ....... 12 


Catinella, Paul Joseph, Quincy............... 12 
Caulfield, Thomas Jr., Woburn..... 11 
Cavanaugh, Thomas James, Framingham.... 9 
lin, Donald Tillinghast, Boston... .. . 23 
Cohen, Archibald Clinton, East Weymouth... 11 
Cohen, David Jacob, Gloucester............. 12 
Cohen, Mandel E., Boston.................. 18 
Contino, Charles Anthony, Leominster. ...... 12 
Corkery, James Richard, Everett............. 10 
Cra Dante V., Pittsfield............ 
Currier, Charles Alfred, 2d, Lowell.......... 12 
Cutler, Isadore Louis, Rutland............... 12 
*Daniels, Marie Hurwicz, Holyoke........... 13 
*Delaney, William Joseph, Marlboro.......... 20 
Devine, James Anthony, Woburn............ 19 
Devlin, William James, Jamaica Plain........ 10 
Dexter, Smith Owen, Jr., idge......... Il 
Diez, ise, 
Donais, Henry Edward, Easthampton. ....... 19 
Doyle, Richard Joseph, Boston............... 
Duffy, Frank King, Springfield............. 12 
Duffy, Raymond John, Newton............. 35 
Dunlop, George Rodgers, Worcester......... ll 
Dunn, Raymond Anthony, Worcester........ 12 
*Dunphy, John Joseph, Jr., Dorchester........ 6 
ton, Tracy, ee 12 
Factor, Joseph, Belmont..................... 10 
Farren, Edward Bain, Brockton............. 12 
Farrington, Ralph Curtis, Framingham. .... . 12 
Feldman, Noah Norman, Holyoke........... 12 
Ferguson, Charles Foss, Roxbury............ ll 
Fisher, Alexander Newman, Dorchester ...... 12 
Fitzgerald, Arthur Lawrence, Worcester. .... 10 
Flanagan, Norris Butler, Forest Hills........ 12 
Fleming, Robert Edward, Brookline......... ll 
Folsom, Hugh Francis, Southborough. ..... . ll 
Forbes, Wilfred Wyman, Worcester......... 10 
Fox, Samuel, Malden....................... 12 
Franseen, Clifford Carlton, Brighton......... ll 
Fraser, William Gardiner, Lynn............. 9 
Gallery, Daniel Francis, Fall River.......... 43 
Garcelon, Gerald Goodwin, West Newton.... 9 
Garrey, Walter Eaton, Boston............... ll 
Gaston, Eugene Alexander, Foxboro ........ ll 
Gates, Paul Porter, Worcester............... 12 
Gauld, Archibald Gordon, Boston............ 11 
Glendy, Margaret Moriarty, Newton......... 3 
Glendy, Robert Earle, Newton............... 3 
*Gobert, Solomon, East Boston............... 6 
Green, Leo Arthur, Cambridge.............. 10 
Greer, William Endicott, Lawrence.......... 12 
*Guidotti, Hugo George, Somerville.......... 6 
Hagopian, Peter Bedros, Hathorne........... 12 
Harasimowicz, Paul P., Gardner............ 7 
Harberson, James Coulter, a 11 
*Hardcastle, Charles Reginald, Lexington... .. 6 
Harrington, Edward Carey, Holyoke......... 12 
Harris, Ella Freas, Worcester................ 4 
Hartman, Henry Lee, Taunton.............. | 
Hazard, John Beach, Brookline.............. ll 
Hill, Leonard Withington, Attleboro......... ll 
Hinchey, Paul Richard, Salem............... ll 
*Hodos, Jacob Yale, Somerville............... 6 
u n Perry, Cambridge............ Il 
Huber, Edward Godfrey, Waban............ 
Hugenberger, Paul Willard, Boston.......... Il 
Hunt, Sheldon Leslie, Quincy............... 12 


1936 
1937 
1937 
1936 
1936 
1937 
1937 
1936 
1936 
1937 
1937 
1936 
1936 
1937 
1936 
1936 
1937 
1936 
1936 
1936 
1936 Vol. 2 
1937 19 
1936 
museum from 3 to 4 p. m., followed by a 1936 
reception. Tea was served at 4:30. 1936 
D Brad- 1936 
1936 
1936 
1936 
1937 
1936 
1936 
1937 
1936 
1956 
1936 
1937 
1937 
1936 
1936 
1937 
1936 
1936 
1936 
1937 
1937 
1936 
1936 
1936 
1936 
1937 
1936 
1937 
1937 
1936 
1937 
1937 
1937 
1937 
1937 
1937 
1936 
1937 
1936 
1936 
1936 
1937 
1937 
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1937 *Jacobson, Nathan Louis, Lynn .............. 36 1937 *Rodman, Eli Carl, Everett.................™, 6 
1936 Jeghers, Harold Joseph, Boston.............. 14 1937 Rodman, Max Hyman, Hinsdale ........... RnR 
1937. Johnson, Carroll Warren, Worcester ........ 5 1937 *Rosenthal, Arthur O., North Adams......... 6X 
1936 Kannan, Michael Joseph, Boston............. 10 1936 Ross, George Lewis, Holyoke .............. 19 Rene. 
1936 Karp, David, Boston....................606 12 1937 Rubenstein, Abraham Daniel, Lynn.......... 10 
1937 Karp, Meier Goldstein, Brookline............ 3 1936 Rudy, Harold Aaron, Cambridge............ 12 
1936 *Kavalgian, Aram, Watertown .............. 20 +1937 Ruggles, John King, Jr., Framingham ....... 12 
1936 Kennard, Harrison Eisenbrey, Newton....... 11 1937 Rutstein, David Davis, Brookline. ........... 
1937 Kershaw, Beatrice Rebecca, Worcester........ 10 1937 Sapienza, Joseph Anthony, Lawrence......... 12 
1937 Killoran, Daniel Martin, Lynn.............. 1 1936 Savignac, Eugene Martin, Gardner........... 26 
1937 Kirkpatrick, Milton Elder, Worcester ........ 16 1936 Schiff, Joseph, Springfield................... 30 
1937 *Kowalski, Stephen Francis, Haverhill........ 6 1937 Schlosberg, Charles, Cambridge ............. 10 
1937. Kronick, Macey, Greenfield................. 37 1936 Schwab, Robert Sidney, Roxbury. ........... 11 
1936 ~=Larsen, Carl John, Stoneham ............... 28 1936 Schwartz, Louis Nathaniel, Boston .......... 15 
1936 *Larson, Carl Gustav, Medford............... 20 +1936 Seelye, Edwin Barrows, Worcester........... 1 
1936 *La Salle, Arthur, Somerset.................. 6 1936 Seguin, Wilfrid Adrien, Taunton. ........... 27 
1937. Lawlor, Edward Francis, Jr., Lawrence ..... 10 1936 Selesnick, Sydney, Boston... ............... 10 
1936 Lawson, Henry Carnie, Fall River .......... 33 1936 Semrad, Elvin Vavrinec, Roxbury. ........... 16 
1937 Leavitt, Abraham Charles, Everett........... 30 =1937 Setnor, Jules Roswell, Malden .............. 2 
1936 Leech, John Verner, Boston................. 11 1936 Sheffner, Sidney Alexander, Quincy ........ 12 
1937 Lerner, Henry Herman, Newton ........... 10 1937  Sheinberg, Jules Harold, New Bedford. ...... 12 
1937 Levine, David Israel, Dorchester Center ..... 12. 1937 Sheldon, Charles Philip, Newton Highlands.. 11 
1936 Lilly, Edward, 12. 1937 *Shinberg, John Delano, Haverhill............ 
1937 Lima, Salvatore, Cambridge................. 12 1937 - Shipman, Thomas Leffingwell, Marblehead .. 11 
1937 *Linton, Melvin John, Dorchester ........... 6 1937 Shippen, Eugene Rodman, Jr., Melrose. ...... 
1937 Little, Rufus Reid, North Reading .......... 4 1936 Showstack, Nathaniel, North Grafton ....... 12 
1937 *Lodge, Athens Vallette, Brewster ........... 40 1936 Simpson, Howard Nellson, Springfield. ...... 11 
1937 Ludwig, Alfred Oscar, Belmont ............ It 1937 Smith, Joseph Arthur, Athol................ 10 
1936 Lydon, Mark Thomas, North Abington. ..... 10 1937 Solomon, Seymour Jacob, Lowell............ 12 
1936 Lynn, Sherwood C., South Braintree ........ 24 1936 Spink, Wesley William, Boston ............. ll 
1937. MacCollum, Donald Wieting, Cambridge .... 11 1937 Spooner, Raymond Hildreth, Brimfield. ..... 7 
1937. Macdonald, Donald Hector, Newton ........ 18 1937 Stebbins, Henry Dows, Boston. .............. 18 
1936 MacEwen, Herbert Bruce, Boston ........... 9 1936 Stein, Max Donald, Quincy ................ 12 
1937 Mahoney, Edwin Munn, Holyoke .......... 29 +1937 Stern, Arthur, 12 
1936 Mahoney, Frank Aloysius, Jr., Springfield.... 12 1936 Stewart, John Dunham, Cambridge ......... 11 
1936 Massell, Benedict Frank, Boston ............ 11 1936 Stone, Edward Stephen, Brookline .......... 10 
1936 Massell, Theodore Benedict, Worcester. ...... 11 1937 Stone, Knowlton Davies, Greenfield ........ 39 
1936 Matarese, Antonio Andrew, Boston ......... 11 1936 Strachan, Harry Leitch, Jr., Springfield ...... ll 
1936 McKay, Florence Lucinda, Boston........... 33 1936 Strong, Paul Theodore, Mount Hermon...... 21 
1936 McNamara, Francis Joseph, Melrose ........ 11 1936 Sullivan, Frank Joseph, Cambridge.......... 12 
1937 tMcQuade, Lewis Steele, Boston.............. 12 1937 Sullivan, Gerald Joseph, Worcester.......... 19 
1936 *Merchant, Raymond Francis, ee Haven 6 1937 Sullivan, Henry Francis, Worcester.......... 12 
1936 Michaels, Joseph Jules, Boston............... 38 1936 Sullivan, William Joseph, Boston............ 12 
1936 Morrissey, Arthur Michael, Boston .......... 12 1937 Talbott, John Harold, Cambridge ........... ll 
1936 Morse, Fred Winslow, Jr., Wellesley......... 11 1937 *Thau, William, Boston..................... 42 
1937 Moulton, Robert Tay lor, Roxbury............ 11 1936 Thomas, Warren Dustin, Montague ........ 12 
1936 Mullane, Daniel Joseph, Jamaica Plain. ...... 11 1937 Thomson, Karl Jefferson, Newton Highlands 11 
1937 Mullen, Lawrence George, Cambridge. ...... 12. 1936 Thorn, Edwin Charles, Greenfield........... 7 
1936 Musche, Frank Wilbur, 12 1936 Tillman, Henry Bernard, Springfield......... 33 
1936 *Mutty, Lawrence Theodore, Manchester. .... 6 1937 Trask, John William, Chelsea............... 38 
1937. Nakashian, Michael Charles, 12 1936 Turtle, William John, Winchester........... ll 
1936 Nye, Lucius Seymour, Wareham............ 12 1936 Twadelle, Frank Joseph, Wellesley........... 10 
1937. Oberlander, Andrew James, 1 1937 von Storch, Theodore Joseph Constant, 
1936 O'Brien, Joseph Vincent, Boston............. 11 8 
1937. O'Connor, William Gerard, Cambridge. ..... 12 1936 Walter, Carl Waldemar, Roxbury............ ll 
1937 Pease, Horace Barnes, Springfield 11 1937 Ward, Joseph Ostergren, Saugus............. 1 
1936 tPelecovich, Marie, Shrewsbury.............. 38 1937 Weinstein, Abraham, Roxbury.............. 12 
1936 *Perkins, Beatrice Louise, Gardner. ........... 6 1937 Weinstein, Barnett, Peabody................ 12 
1937 *Pioppi, Nerio William, Southbridge......... 6 1936 Weisman, Jacob Irving, Springfield.......... 10 
1936 *Piotrowski, Walter Louis, Peabody.......... 6 1937 Welch, Claude Emerson, Boston............. 11 
1937 Pope, Harrison Graham, Boston............. 11 1936 Weller, Alfred, Boston...................... 39 
1936 Popkin, Norman, Springfield................ 12 1936 Whelan, Joseph David, Needham............ 19 
1937 Porter, Byron Henry, Pittsfield.............. 41 1937 White, Benjamin Vroom, Jr., Cambridge. .... 1] 
1937 *Quinn, Thomas Francis, Lynn.............. 6 1936 Whitehurst, Clinton Howard, Allerton. ...... 22 
1937 Ramin, Benedict, Wellesley ................ 12 1937 Whiting, Richard George, West Medford... .. ll 
1936 Read, Emerson Augustine, Wollaston........ 8 1936 *Winer, Irving Morton, Peabody............. 6 
1937 Reese, Lewis L., Boston..................... 10 1937 Wolk, Eliot, Dorchester .................... 12 
1937 Reid, Duncan Earl, Newton Center ..____.. 25 1937 Wonson, John Fletcher, Westfield............ 12 
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1937 Zeff, Sidney M., Pittsfield................... 12 18 
1936 Zehner, Minerva Caroline, Worcester......... 38.19 

*Indicates that the candidate's diploma was approved by the Committee 20 
on Medical Education and Medical Diplomas, and that he or she was given 21 


a personal interview by this committee and permitted to take an examination 
before a board of censors. 


tReadmitted by Censors. 


bDeceased. 
Total = 235 
Key to Mepicat 
1. Yale University School of Medicine 29, 
2. Syracuse University College of Medicine 
3. University of Virginia Department of Medicine 30. 
4. University of Pennsylvania School of Medicine 
5. University of Rochester School of Medicine 31. 
6. Middlesex College of Medicine and Surgery 32. 
7. University of Vermont College of Medicine 33. 
8. Hahnemann Medical College and Hospital of Phila- 34, 
delphia 35. 
9. McGill University Faculty of Medicine 36. 
10. Boston University School of Medicine 37 
11. Harvard University Medical School 38 
12. Tufts College Medical School 39 
13. University of Vilna, Poland 40 
14. Western Reserve University School of Medicine 41 
15. Rush Medical College of the University of Chicago 42. 


University of Nebraska College of Medicine 
. University of Illinois College of Medicine 
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. Johns Hopkins University School of Medicine 
. Georgetown University School of Medicine 

. College of Physicians and Surgeons, Boston 

. Jefferson Medical College of Philadelphia 

. Medical College of Virginia 

. Washington University School of Medicine 


. Northwestern University Medical School 
. University of Montreal Faculty of Medicine 


. University and Bellevue Hospital Medical College 
. University of Michigan Medical School 

. Long Island College Hospital 

. Medical College of Kansas City, Missouri 

. University of Toronto Faculty of Medicine 


St. Louis University School of Medicine 


Aug. 12, 1937 


Emory University School of Medicine 
Wayne University, College of Medicine 


College of Medical Evangelists 
Columbia University, College of Physicians and Sur- 


geons 

University of Maryland School of Medicine and the 
College of Physicians and Surgeons 

Queen’s University Faculty of Medicine 

Chicago College of Medicine and Surgery 

Cornell University Medical College 

George Washington University Medical Schoo! 

School of Medicine of Duke University 

Maryland Medical College 


German University Medical School of Prague 
Woman's Medical College of Pennsylvania 


- Deatus Reportep From June 10, 1936 to June 3, 1937 
Admitted Name Place of Death Date of Death Age 
1910 Anthony, George Chenery.............. EE TT October 22, 1936.......... 58 
1894 tAuger, Louis Lemaitre ................. Montreal, Canada................. July 7, 1926... Unknown 
1892 ‘tBalcom, George Franklin............... January 22, 1931.......... 84 
1916 Bannerman, Walter Bruce............... _.East Bridgewater................. February 27, 1937.......... 59 
1906 Barnes, William Lester ................. ASSAD PR September 28, 1936.......... 58 
1901 Barry, Emmett William................. Whitinsville ..................... October 6, 1936.......... 65 
1915 Bates, Charles Atwood. ................. Pleasantville, New Jersey.......... March ce 60 
1901 Blaine, Walter Edward................. Mattapoisett ..................... January 13, 1934.......... 62 
1923 Blanchard, William Bradford............ edi October 16, 1936.......... 56 
1885 Boyd, Samuel George.................. San Francisco, Cailfornia ......... January 75 
1911 Boyden, Arthur Henry.................. August 23, 1936.......... 56 
1921 Brittingham, Harold Hixon. ............ Cleveland, Ohio.................. January 42 
1902. Bryant, John Edmund.................. September 18, 1936.......... 60 
1882 Buck, Howard Mendenhall.............. January 11, 1937.......... 80 
{1356 Bullock, Edwin Warren July 73 
Burack, Abraham. August 23, 1936.......... 46 
1918 Caruso, Septimio . December 24, 1936.......... 44 
1888 Chadbourne, Arthur Patterson........... Washington, D.C. ............... December 2, 1936.......... 74 
1883 Chandler, Henry Beckles............... Arcadia, California............... October 81 
1885 +Chapin, Walter Henry ................. April 78 
1889 Cobb, Frederic Codman................. October 11, 1936.......... 76 
1883 +Conant, William Merritt..... .......... February 18, 1937....._.... 81 
1887 Cowles, William Norman............... March 74 
1918 Crawford, Lawrence Pears.............. December 11, 1936.......... 61 
1885 Crawford, Sarah Marcy................. Newton Center................... February 15, 1937.......... 92 
1899 Cross, William P. ..................... October 21, 1936.......... 63 
1911 Cuddy, James Francis ................. December 3, 1936.......... 54 
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1898 Cutler, Charles Newton ................ Plainfield, New Hampshire. . September 5, 1936.......... 61 
1926 Davis, Myron Henry.................... January 22, 1937.......... 73 
1928 Dierkes, William F. X. ................. December 5, 1936.......... 
1886 tDodge, William Wooldredge ........... August Il, 1936.......... 80 
1891 Fallon, Michael Francis................. wd eta une 24, 1936.......... 72 
1892. French, John Marshall.................. February 27, 1937.......... 86 
1909 Fuller, Andrew Howard ............... March 69 
1896 Gordon, Stephen Masury .............. March 78 
1927 Gove, Wilfred Freeman. ............... June 41 
1898 Greenough, Robert Battey............... February 16, 1937.......... 65 
1893 Hammond, Philip. ..................... February 7, 1937.......... 65 
tHayes, Justin Gideon................... Northampton .................... June 86 
Holmberg, Carl Lester Magnus... December 29, 63 
1882 *Houston, John Alexander .............. Northampton .................... January 18, 1937.......... 77 
1890 fHoyt, Walter Scott......... vin July 4, 1931.......... 75 
1918 Hunt, Frank Hamilton................. October 26, 1936....... 
1908 Janes, Benjamin Franklin............... Northampton April 51 
Keeler, William February 11, 1937.......... 59 
1887 Kelley, Michael Joseph. Palm Beach, Florida.............. March 21, 1937... 84 
1896 Lawrence, James Wilmot .............. March 74 
1925 Ludden, Emerson Augustus............. North Brookfield................. March | eee 74 
1913 MacFadyen, John Alexander............ March 64 
1906 Maguire, Eugene Somerville ............. February 58 
1897. Martel, Stanislaus....................... May 16, 1936.......... 65 
1905 Mather, John Adams................... January 16, 1937... 60 
McCarthy, Eugene July 28, 1936.......... 59 
1908 *McClusky, Henry Lincoln............... dav June 69 
1897 McKeen, Sylvester Forshay ............. Brookline November 29, 63 
1895 +*McLaughlin, Henry Valentine .......... February 15, 79 
1898 *McNeish, Alexander ................... St. Petersburg, Florida............ November 20, 1936......._.. 67 
11998 Miner, Harold Edson Holyoke September 15, 1936... 4 
1916 Miniter, Francis Gabriel................ South April 53 
1919 Nash, Francis Joseph................... West January 1937.......... 
1917 New, Way Sung....................... Shanghai, China................. May Co os 45 
1903 Norton, George Edward................ Cambridge January 72 
19095 O'Brien, Daniel Paul................... New London............ February 27, 1937.......... 58 
1887 *O’Donnell, Francis Michael............. Newtonville ..................... February 10, 1937... 73 
1904 Ordway, Clarence Eugene. .............. Winchester January 56 
1936 Pelecovich, Marie...................... Worcester February 8, 1937.......... 29 
1929 *Perkins, Archie Elmer.................. June 71 
1931 Perry, Chauncy Valentine............... December 8, 1936....... 36 
1920 Phillips, Frank Elmer ................. North Chelmsford. ............... August 27, 193%6.......... 65 
1882 Pierce, Matthew Vassar................. January 24, 81 
‘= Prior, Earle Cochituate —_ 39 
1891 *Proctor, Francis Ingersoll............... Chicago, July 71 
1906 *Purvis, Charles Burleigh................ 00090006 January 30, 1929.. Unknown 
1884 tReynolds, Edward. October 1936.......... 76 
1917 *Rice, Florence Frances.................. February 4, 1936.......... 80 
1903 Rice, Robert Astley June 60 
1895 Richmond, Ernest Dalton. .............. January 67 
1910 ~=Rosen, David William.................. January 56 
1918 tSchubmehl, Frank Edward. ............. January 69 
1913 Shannahan, Richard Joseph............. October 31, 1936.......... 57 
1900 Smith, Frank Herbert.................. August 23, 1936.......... 65 


1883 *Stephenson, Franklin Bache............. Washington, D.C. .... December 22, 1932.......... 84 


Aug. 12, 1937 


18, 1935.......... 76 
1918 Sullivan, Daniel Thomas............... Mansfield May 67 
1909 Sullivan, Martin September 14, 1936.......... 57 
19090 Swain, Howard Townsend. ............. 60d December 6, 1936.......... 68 
188°  Sweetsir, Frederick Ellsworth........... September 29, 1936.......... 69 
Tucker, George November 30, 1936.......... 53 
1885 Trowbridge, Edward Henry............ January 21, 1937.......... 80 
1911 Tuholski, David Benjamin.............. ke August 31, 1936.......... 56 
1916 Voorhis, Kathalyn June 19, 1936.......... 50 
1911 Watters, Newton Center................... F 55 
1887 tWilbur, Sarah Mann................... November 20, ~ 
1907 Woodill, Edith Esty.................... February 27, 1937 
*Retired feHow 


Orricers oF THE Massacnusetts Mepicat Society 
For 1937-1938 


sy THE Counci, June 2, 1937 
President: Channing Frothingham, Boston. Office, Jamaica 
Plain, 1153 Centre Street. 
Vice-President: Walter G. Phippen, Salem, 31 Chestnut 
Street. 


Secretary: Alexander S. Begg, West Roxbury. Office, Bos- 


ton, 8 Fenway. 
Treasurer: Charles S. Butler, Boston, 257 Newbury Street. 
Orator: Allen G. Rice, Springfield, 33 School Street. 


Stanpinc Committees For 1937-1938 

Pusiications—Established 1825. 
Date of Appointmeni 
R. 1. Lee June 5, 1928 (appointed chair- 
man June 6, 1933) 

R. M. Smith June 6, 1933 
F. H. Lahey June 6, 1933 
J. P. O'Hare June 9, 1936 
Conrad Wesselhoeft June 2, 1937 


Date of Appointment 


W. S. Burrage June 6, 1933 (appointed chair- 
man June 2, 1937) 

R. P. Stetson June 5, 1934 

Augustus Thorndike, Jr. June 4, 1935 

E. J. O’Brien, Jr. June 9, 1936 

W. T. O'Halloran June 2, 1937 


Ernics anp Disciptine—Established 1871. 
Date of Appointment 


David Cheever June 6, 1916 (appointed chair- 
man June 8, 1926 

R. L. DeNormandie June 11, 1929 

C. J. Kickham June 9, 1936 

R. R. Stratton June 9, 1936 

W. J. Brickley February 3, 1937 


Mepicat Epucarion anp Mepicat Diptomas—Established 
1881. 


Date of Appointment 


Reginald Fitz June 8, 1932 (appointed chair- 
man 

C. A. Sparrow June 11, 1929 

E. S. Calderwood June 17, 1930 

A. W. Stearns June 9, 1936 

F. S. Kellogg June 2, 1937 


C. C. Lund* June 29, 1937 
F. E. Jones June 8, 1920 
A. W. Marsh June 5, 1928 
B. F. Conley June 2, 1937 
D. L. Lionberger 


June 4, 1935 (secretary of 
committee) 


Mempersnip AND Finance—Established 1897. 
Date of Appointment 


D. N. Blakely June 13, 1922 (appointed chair- 
man 

G. C. Caner June 17, 1930 

J. E. Fish June 17, 1930 

H. F. Newton June 9, 1931 

H. Q. Gallupe June 4, 1935 


Pustic Heatrn—Established 1912. 


Date of Appointment 
R. B. Osgoodt July 2, 1937 
Gerald Hoeffel June 17, 1930 
G. D. Henderson June 9, 1931 
S. C. Dalrymple June 4, 1935 
H. L. Lombard June 4, 1935 


*Owing to a change in the by-laws adopted at the annual meeting of the 
Society June 3, 1937, the chairmanship of = ae committee could not be 
filled after the annual meeting. dent, Frothingham, 
appointed Charles C. Lund 14 interim on — 29, 193 

tRoyal P. Watkins of Worcester was at the annual 
meeting of the Council June 2, 1937, resigned i ~~ A following 
the meet - a t B. Osgood was Ad ad interim by the President 

y 2, 8 
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Vol. 2 
State anp Nationat Leotstation—Established 1894. 
Date of Appointment 


Vol. 217 No. 7 


Mepicat Derense—Established 1927. 
Date of Appointment 


F. G. Balch June 7, 1927 (appointed chair- 
man) 

E. D. Gardner June 7, 1927 

F. B. Sweet June 7, 1927 

A. W. Allen June 7, 1927 

W. R. Morrison June 9, 1936 


Permanent Howre—Established 1932. 
Date of Appointment 


W. H. Robey February 24, 1937 (appointed 
chairman) 

C. G. Mixter June 8, 1932 

J. M. Birnie June 8, 1932 

C. S. Butler June 4, 1935 

E. C. Miller June 4, 1935 


SpeciaL Commitress For 1937-1938 


CoMMITTEE ON CANCER 
Shields Warren, chairman; F. G. Balch, E. M. Daland, 
P. E. Truesdale, C. C. Simmons. 


REPRESENTATIVES TO THE MassacHusetTts Centra Heattu 

CounciL 

On Administrative Board 
R. B. Osgood, R. M. Smith. 

District Representatives 
Eastern: E. P. Joslin, A. W. Dudley. 
Northeastern: M. A. Tighe, F. W. Snow. 
Southeastern: W. D’A. Kinney. 
Central: G. D. Henderson, E. C. Miller. 
Western: H. J. Downey, R. J. Carpenter. 


CommMiITTEE ON Pusiic Epucation 
(A subcommittee of the Committee on Public 
Health) 
R. B. Osgoodt, G. R. Minot, W. H. Robey, F. J. Cot- 
ton, R. M. Smith, E. H. Place, C. C. Simmons, 
J. H. Pratt, H. W. Stevens, J. B. Ayer, H. P. 
Mosher, F. R. Ober, E. P. Joslin, J. D. 
H. L. Lombard. 


ComMMITTEE ON PostcraApUATE INSTRUCTION 

Frank R. Ober, Chairman; F. Dennette Adams, Roy 
Morgan, John M. Birnie, Harold L. Higgins, 
Joseph W. O'Connor, Charles W. Blackett, Jr., 
Robert B. Osgood, Reginald Fitz, Alexander S. 
Begg, C. Sidney Burwell, A. Warren Stearns, 
William H. Robey, Robert N. Nye, Henry D. 
Chadwick, C. Macfie Campbell, Lincoln Davis, 
Leroy E. Parkins, Secretary. 


ComMiITTEE ON Puysicat THERAPY 
F. P. Lowry, Chairman; R. B. Osgood, G. R. Minot. 


CommMiITTEE ON Pusiic RELATIONS 
One member appointed yearly by each district medi- 
cal society. 
The president of the parent society, Channing 
Frothingham, is chairman. 
Barnstable District Medical Society 
Merrill E. Champion, North Harwich. 


tRoyal P. Watkins of Worcester was reappointed chairman at the annual 
meeting of the Council June 2, 1937, but resig i 


the meeting. 
on July 2, 1937. 


ned immediately following 
was appointed ad interim by the President 
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Berkshire District Medical Society 
P. J. Sullivan, Dalton, 471 Main Street. 


Bristol North District Medical Society 


Francis H. Dunbar, Mansfield. P. O. address, Boston, 
43 Bay State Road. 


Bristol South District Medical Society 
Aubrey J. Pothier, New Bedford, 720 County Street. 


Essex North District Medical Society 
Elmer S. Bagnall, Groveland, 281 Main Street. Sec- 
retary. 


Essex South District Medical Society 
John J. Egan, Jr., Gloucester, 52 Pleasant Street. 


Franklin District Medical Society 
Halbert G. Stetson, Greenfield, 39 Federal Street. 


Hampden District Medical Society 
Patrick E. Gear, Holyoke, 188 Chestnut Street. 


Hampshire District Medical Society 
Lawrence N. Durgin, Amherst, 14 Amity Street. 


Middlesex East District Medical Society 
J. Harper Blaisdell, Winchester. Office Boston, 45 Bay 
State Road. 


Middlesex North District Medical Society 
Michael A. Tighe, Lowell, 9 Central Street. 


Middlesex South District Medical Soctety 


David C. Dow, Cambridge, 1587 Massachusetts Ave- 
nue. 


Norfolk District Medical Society 
Walter A. Lane, Milton, 173 School Street. Vice- 
Chai 


rman, 

Norfolk South District Medical Society 

William G. Curtis, Wollaston, 10 Grand View Avenue. 
Plymouth District Medical Society 

Thomas H. McCarthy, Brockton, 142 Main Street. 
Suffolk District Medical Society 

Channing Frothingham, Boston. Office Jamaica Plain, 

1153 Centre Street. 


Worcester District Medical Society 
Ernest L. Hunt, Worcester, 28 Pleasant Street. 


Worcester North District Medical Society 
Harry R. Nye, Leominster, 19 Lancaster Street. 


DELEGATES AND ALTERNATES TO THE HOUSE OF DELE- 
GATES, AMERICAN MEDICAL ASSOCIATION 
DELEGATES ALTERNATES 


June 1, 1936 to June 1, 1938 
Charles E. Mongan, Somer- Arthur W. Marsh, Worcester 


lle 
S. Bagnall, Grove- Walter G. Phippen, Salem 


Dor- 


vi 
Elmer 


land 
Walter A. Lane, Milton William J. Walton, 
chester 


= 
obert B. Osge 
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June 1, 1937 to June 1, 1939 
Richard H. Miller, Boston Cadis Phipps, Brookline 
Edmond F. Cody, New Edward L. Merritt, 
Bedford River 
John M. Birnie, Springfield Robert J. Carpenter, North 
Adams 


Fall 


LIST OF COUNCILORS—1937-1938 


E.ectrep sy THE District Mepicat Societies at THEIR 
ANNUAL Meetines, Aprit 15 To May 15, 1937 


JorTn:—The initials M. N. C. following the name of a Coun- 
cilor indicate that he is a member of the nominating committee. 
V. P. indicates that a member is a Councilor by virtue of his 
office as president of a district society and so vice-president 
ef the general society. C. indicates that he is chairman of 
a standing committee, Sec. that secretary of his 
society. 


BARNSTABLE 
M. E. Champion, North Harwich, V. P. 
S. M. Beale, Jr., Sandwich. 
W. D’A. Kinney, Osterville, M. N. C. 
J. I. B. Vail, Hyannis, 155 Main St., Sec. 


BERKSHIRE 
G. P. Hunt, Pittsfield, 114 Agricultural Bank, V. P. 
R. J. Carpenter, North Adams, 85 Main St. 
1. S. F. Dodd, Pittsfield, 34 Fenn St. 
H. J. Downey, Pittsfield, 184 North St., Sec., 
M. N. C. 
John Hughes, Pittsfield, 246 North St. 
N. B. McWilliams, Williamstown, 56 Spring St. 
Solomon Schwager, Pittsfield, 246 North St. 
P. J. Suilivan, Dalton, 471 Main St. 


Bristot Nortu 
H. L. Rich, Attleborough, 49 Dean St., V. P. 
W. H. Allen, Mansfield, 70 North Main St., M. N.C. 
A. R. Crandell, Taunton, 48 Church Green. 
F. V. Murphy, Attleborough, 79 Bank St. 
W. H. Swift, Taunton, 141 High St., Sec. 


Bristot SoutTu 
Henry Wardle, Fall River, 173 Purchase St., V. P. 
J. A. Barré, Fall River, 1555 Pleasant St. 
G. W. Blood, Fall River, 82 New Boston Rd. 
R. B. Butler, Fall River, 278 North Main St. 
E. F. Cody, New Bedford, 105 South Sixth St., 
M. N. C. 
E. D. Gardner, New Bedford, 150 Cottage St. 
S. V. Merritt, Fall River, 297 Osborn St. 
H. E. Perry, New Bedford, 159 Cottage St. 
Charles Shanks, New Bedford, 645 Kempton St., 


Sec. 
I. N. Tilden, Mattapoisett, Barstow St. 
Cc. C. Tripp, New Bedford, 416 County St. 
P. E. Truesdale, Fall River, 151 Rock St. 


- Essex Norru 

W. D. Walker, Andover, 121 Main St., V. P. 

E. S. Bagnall, Groveland, 281 Main St., Sec. 

R. V. Baketel, Methuen, 7 Hampshire St. 

C. S. Benson, Haverhill, 30 Summer St. 

J. P. Burnham, Lawrence, 567 Haverhill St. 

Z W. Colson, Lawrence, 301 Essex St. 

H. F. Dearborn, Andover, Office Lawrence, 193 
Garden St. 

H. R. Kurth, Lawrence, 477 Essex St. 

L. C. Peirce, Newburyport, 279 High St. 

G. L. Richardson, Haverhill, 94 Emerson St. 

F. W. Snow, Newburyport, 24 Essex St., M. N. C. 

Cc. F. Warren, Amesbury, 1 School St. 


Essex Soutu 


J. G. Corcoran, South Hamilton, Main St., V. P. 
C. A. Bonner, Hathorne, Danvers State Hospital, 
M. N. 
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N. P. Breed, Lynn, 9 Washington Sq. 

Hanford Carvell, Gloucester, 1038 Washington St. 
Cc. L. Curtis, Salem, 101 Federal St. 

C. F. Deering, Danvers, 38 Elm St. 

J. F. Donaldson, Salem, 32 Lynde St. 

R. E. Foss, Peabody, 125 Main St. 

J. F. Jordan, Peabody, 76 Lynn St. 

B. B. Mansfield, Ipswich, 4 Greene St. 

A. E. Parkhurst, Beverly, 163 Cabot St. 

O. S. Pettingill, Middleton, Essex Sanatorium. 
C. H. Phillips, Beverly, 11 Broadway. 

W. G. Phippen, Salem, 31 Chestnut St., Vice-Pres. 
R. E. Stone, Beverly, 74 Lothrop St., Sec. 

J. W. Trask, East Lynn, 90 Ocean St. 


FRANKLIN 
W. J. Pelletier, Turners Falls, 171 Avenue A., 
Vv. P. 


H. M. Kemp, Greenfield, 42 Franklin St., M. N. C. 

Charles Moline, Sunderland, Office South Deer- 
field, 120 Main St., Sec. 

H. G. Stetson, Greenfield, 39 Federal St., Ex-Pres. 

A. H. Wright, Northfield, Main St. 


HAMPDEN 


A. G. Rice, Springfield, 33 School St., V. P. 

F. H. Allen, Holyoke, 16 Fairfield Ave. 

. S. Bacon, Springfield, 69 Maple St. 
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ADDRESS—RUSHMORE 


SOME THOUGHTS ON OSTEOPATHY 


StepHen Rusumore, M.D.* 


BOSTON 


TEOPATHY is an interesting subject for 
study, and it may be taken up from many 
points of view. It may be studied historically, in 
purely objective fashion, as the growth and devel- 
opment of an idea; or, still historically, the idea 
which it represents may be compared with other 
similar ideas in the more distant past, in content 
and growth and decline. Or it may be studied 
as a social movement, and analyzed from the psy- 
chologic point of view. To what need in human 
living does it furnish a satisfaction, and how ade- 
quately has it met that need? Or one might ask: 
In what does osteopathy consist, what is its nature, 
what are its limitations in accordance with its na- 
ture?) Or one might ask: What are its claims, 
what is the evidence for each claim, and what are 
the facts? 

It is the purpose of this discussion to begin with 
some questions which arise in connection with the 
examination of graduates of osteopathic schools 
for registration as qualified physicians in Massa- 
chusetts. The first question is: Why do so many 
of these candidates fail in the examination? 
percentage of failures may run as high as ninety. 

Under the Massachusetts law as it existed for 
years, the requirements for admission to examina- 
tion were that the candidate be twenty-one years 
old or over, of good moral character, a high-school 
graduate and a graduate of a legally chartered 
medical school which gave a course of not 
than thirty-six weeks in each of four years. There 
was a peculiarity of the statute: it did not require 
of the candidate before examination that he give 
evidence of having received any medical educa- 
tion. The school had to give a certain course but 
the candidate did not have to take it, and if by 
chance a school was willing to confer a degree 
without real evidence that the candidate knew any 
medicine, it was free to do so, and the candidate 
became eligible for examination. The following 
is an example of the result. A certain man spent 
three years in a medical school without completing 
the work of the first year. He was in poor health, 
and the school was very generous to him. At the 
end of three years the school wanted his place for 
a more promising candidate and refused to let him 
continue. So he went to another medical school, 
and after some examinations was admitted to the 
fourth year and was given his degree. In what 
sense could he be considered fitted to practice med- 
icine? But in time he did pass the board exam- 
ination as it was in those days. 

*Secretary, Massachusetts Board of Registration in Medicine. 


It was because the Massachusetts Board of Reg- 
istration in Medicine realized that the examina- 
tional test is inadequate to determine the fitness 
of the candidate to enter practice that it was so 
insistent that the procedure be changed, and last 
year there was added the requirement that the 
school from which the candidate comes shall be 
approved by the Board. From this time on atten- 
tion will be directed more critically, and after Jan- 
uary 1, 1939, more effectively, to the school itself 
and to what it is actually doing in giving medical 
education. The process will be judged by the 
teaching equipment, as well as by the product 
which it turns out. 

As one scrutinizes the schools of osteopathy, one 
sees two defects. The first is a lack of premedical 
collegiate education—the foundation on which 
many of the schools are trying to build is inade- 
quate. The second defect lies at a deeper level and 
will be discussed later. 


In a group of 250 consecutive candidates who 
took the examination before the Massachusetts 
Board, there were 29 graduates of osteopathic 
schools. Of these, 20 made no notation of study 
between high school and medical school; 1 had 
one semester at college; 5 had one year; 1 had one 
and one-half years; 1 had two years; 1 had five 
years, graduating at the end of four and spending 
an additional year in postgraduate work. The five- 
year candidate was the only one who passed the 
examination. Of the 5 who claimed one year of 
collegiate work, 2 had pursued a course described 
as preosteopathic; 1 had been in a normal school, 
1 in a college of pharmacy and 1 in a college. The 
number is too small to be regarded as giving a 
fair sampling, and probably most of the graduates 
of the better osteopathic schools go to other states 
for practice; but the figures suggest that perhaps 
the preparation of osteopathic physicians is not so 
adequate as it is sometimes thought to be. 

The status of osteopathic physicians in Mass- 
achusetts in relation to the Board can be reviewed 
briefly. By the statute of 1909 they were admitted 
to examination, and if registered, to practice, on 
the same basis as holders of the degree of doctor 
of medicine, and from 1909 to 1931 there was an 
osteopathic physician on the Board. In that year 
the question of the eligibility of a graduate of a 
school of osteopathy was raised, and later the law 
was amended so that any physician registered by 
the Board might be appointed if he fulfilled certain 
other conditions. The specific change was proba- 
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bly unnecessary, as high court authority has ruled 
that a school of osteopathy is a school of medicine. 
The situation is that osteopathic physicians may 
practice medicine and may be on the Board on 
the same basis as physicians holding the degree of 
doctor of medicine. 

These privileges carry certain sibilities. 
For example, if the graduate in medicine and the 
graduate in osteopathy have the same privileges 
after registration, they should fulfill the same con- 
ditions for examination before registration. Thus 
when the new law goes into effect, schools of 
osteopathy must receive the endorsement of the ap- 
proving authority if their graduates are to be ac- 
cepted for examination. This is as it should be, 
and osteopathy ought to be eager to meet the 
challenge, to meet every competitor in the open 
field without fear or favor. 

This raises the question of why there should be 
an osteopathic physician on the Board. What spe- 
cial function should he be expected to perform? 
What is he expected to do? There seems to be no 
peculiar function for him. If he is a physician 
of integrity, of uprightness, of sagacity, of clear 
head and sound judgment and of strength of 
character, his appointment should be welcomed by 
all physicians because of these qualities. But why 
appoint him because he is an osteopathic physi- 
cian? The statute does not require an examina- 
tion in osteopathy, nor has the Board ever seen 
fit to add this subject to those prescribed by the 
statute. Surely he is not appointed to be a par- 
tisan, to pull through some ignorant osteopathic 
candidate who does not earn a passing mark. 
Surely he is not appointed to drag down candi- 
dates who are not osteopathic physicians. Yet 
what else can he be expected to do as an osteop- 
athist ? 

Under the present system, no member of the 
Board knows, when he marks an examination 
book, whose book it is. The books are identified 
by number only. Even in case reconsideration is 
given and the books are gone over a second time, 
the identity of the candidate is not known. It is 
only at the final consideration, when most of the 
candidates have passed or clearly failed, when a 
candidate has by his own efforts earned a mark 
which is near passing, that all the information 
available concerning that candidate is laid before 
the Board. Then only is everything taken into 
consideration before the final decision is made. 

The Commonwealth needs, on the Board, men 
of the highest qualities, but not partisans—not be- 
cause they are osteopathists or because they are 
not osteopathists. Similarly the profession does 
not want physicians who belong to any group 
merely because they belong to that group, but it 
wants them because they have the qualities which 
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are needed in the work of the Board. The statute 
is defective on this score. It specifies that not 
more than three members of the Board shall be 
members of any one chartered state medical so- 
ciety. This is a relic from the days when there 
was a bitter partisanship, and it is an assurance 
that, so far as the statute is concerned, partisanship 
shall endure. In a profession, partisanship is out 
of place, and sometime this relic may be taken 
from the statute books. __ 

Without taking the time to justify completely, 
by reference to chapter and verse, the statement 
that osteopathy is a cult, let it be said that such 
characterization represents a point of view from 
which it may be fairly discussed. There are osteo- 
pathic physicians who in all sincerity are devoted 
to the leading tenet of their school with the en- 
thusiasm and single-heartedness which is usually 
associated with a religious movement. The na- 
ture of a cult in medicine is that it singles out 
some doctrine or dogma concerning the nature of 
disease or method of treatment, and tends to em- 
phasize this as the central truth dominating a 
school of thought or practice. It is regarded as 
universally applicable under all conditions. The 
origin of a cult is generally some stubborn and 
irreducible fact, verifiable on investigation. 

The statement of fact represents an accurate,— 
so far as it goes,—though perhaps not a complete, 
description of a state of affairs which actually 
exists. For example, a certain person was ill and 
is now well. The human mind grasps this fact 
and makes an interpretation of it, which in the 
case of osteopathy is that the person was made 
well by osteopathic manipulation or treatment. A 
second step is taken when it is affirmed that the 
cure was due to relief of pressure which in some 
way interfered with proper function of nerve or 
blood vessel or lymphatic. Each step is away from 
concrete fact and may be spoken of as a degree of 
abstraction from concrete fact, and sometimes we 
assume as facts what are really abstractions of high 
degree. This is a well-known fallacy in reason- 
ing, namely the fallacy of misplaced concreteness. 

Differences of interpretation, which often sepa- 
rate us widely, may be due to any one of a score of 
influences —to our education, our social outlook, 
our economic views, our religion. Sometimes an 
apparently trivial incident imparts a permanent 
bias to our view of life. Often our peculiarity is 
due to some hidden, perhaps some unformulated, 
assumption, which unconsciously colors all our 
thinking. The immediate effect of the view of che 
cultist in medicine is a loss of proper perspective 
concerning the whole field of medicine. 

The following is what has happened as the 
result of the devotion of many osteopathic physi- 
cians to the central tenet of their theory about dis- 
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ease, which may be removed from the basic fact 
of concrete experience by several degrees of ab- 
straction. Devotion to osteopathy has produced 
less than the proper regard for other things in 
medicine. This is the deeper reason for the weak- 
ness of osteopathic schools. There has been a tend- 
ency, in some cases at least, to supplement osteop- 
athy with the rest of the medical course, instead 
of supplementing a well-rounded, vigorous, scien- 
tific medical course with osteopathy. The same 
thing was true of homeopathy and homeopathic 
schools. Likewise it was true of eclecticism and 
eclectic schools. 

There almost inevitably results from this over- 
emphasis on one limited field a loss of perspective 
which is characterized as provincialism, and the 
situation as it exists today must be a challenge to 
osteopathy to make its schools as good as any in 
the thoroughness and comprehensiveness with 
which the many aspects of medical science and art 
are studied. Osteopathic physicians cannot toler- 
ate the charge that osteopathy is a substandard 
practice of medicine. Yet they cannot escape the 
charge, if it is an easily ascertainable fact, that the 
preparation and training of their graduates are in 
certain important respects substandard. Provin- 
cialism is a besetting sin of cultism, but the cult 
has no exclusive proprietorship, and in seeking a 
way out, osteopathy may be but following the foot- 
steps of others who are not indeed free but are 
merely ahead in the line of progress. 

Only one important influence toward wider 
views and more just perspective need be noted— 
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the study of medical history. It has been well said 
that the study of history frees us from the tem- 
porary and the transient and compels us to fasten 
on abiding issues. To understand ourselves as 
practitioners of medicine we should be familiar 
with the history of medicine, which is indeed a 
story told of ourselves. It is edifying to note the 
recent growth of interest in this branch of study, 
as shown by books and by lectures and lecture- 
ships in the medical schools. The study of the his- 
tory of medicine is a pursuit which, under wise 
leadership, may become in any school one of the 
most invigorating influences in the medical cur- 
riculum. 

From the study of medical history, there may be 
learned at least two lessons pertinent to this discus- 
sion. The first concerns the impermanence of the 
cult in medicine; it disappears because its contribu- 
tion is taken into and absorbed by the main stream 
of medical thought, or because it has no substan- 
tial contribution to make. No sentimental effort 
can change this law. The second concerns medical 
education. Progress in medical education in the 
past fifty years has been due to the gradual devel- 
opment in medical schools of science and scientific 
methods. The outward and visible sign of this 
inward grace has been the affiliation of the medi- 
cal school with the university. The medical school 
which is isolated from the university inevitably 
suffers from some deficiency disease — from mental 
scurvy, rickets, beriberi, or something worse. 

520 Commonwealth Avenue. 
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CASE 23321 


PRESENTATION OF CASE 


twenty-four-year-old American laborer was 
admitted complaining of generalized abdominal 
pain and distention. 

The patient was perfectly well until four months 
before entry, when he was suddenly seized with a 
severe, lancinating, nonradiating pain in the upper 
abdomen. There were no other associated symp- 
toms. He was placed upon a diet of milk, which, 
however, did not relieve the pain. He went to 
bed for about a week, and during this time the 
pain gradually subsided. Three months before 
coming to the hospital a second attack of sharp 
upper abdominal pain occurred. This was similar 
to the initial attack, but the pain was slightly 
cramping in character. The symptoms gradually 
subsided over a period of a week. A month later 
a third attack occurred, and the pain became gen- 
eralized and constant in character. This also sub- 
sided in one week. Two weeks before admission 
he noted swelling of the abdomen and pallor. He 
had been able to work up to this time, but there- 
after became progressively weaker, and there was 
gradual increase in the size of his abdomen as- 
sociated with generalized abdominal pain, increas- 
ing pallor, dyspnea on exertion and severe palpi- 
tation. X-ray studies of the gastrointestinal and 
genitourinary tracts done at another hospital were 
negative. For about three days he experienced 
nonbloody diarrhea, the movements occurring two 
to four times daily. At the same time he noticed 
moderate burning with micturition. The abdom- 
inal pain increased to the point where it disturbed 
his sleep, but there was no nausea or vomiting, 
and his appetite was good. He lost about 20 pounds 
during the four-months’ period. 

The past history was noncontributory. 

Physical examination showed a rather pale, sick- 
looking young man, who appeared to have lost a 
moderate amount of weight. There was “café au 
lait” pallor of the skin. The patient lay flat with 
comparative comfort. The chest was negative. 
The heart was normal. The blood pressure was 
130/70. The abdomen was distended, with slight 
bulging in the flanks. Shifting dulness and a fluid 
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wave were elicited. The area of splenic dulness 
was increased, and the tip of the spleen was ques- 
tionably palpable two fingerbreadths beneath the 
costal margin. Abdominal tenseness precluded 
more definite findings. The liver extended to a 
point just below the costal margin, and there was 
moderate tenderness over the entire abdomen on 
deep pressure. A doughy sensation was imparted 
to the palpating hand, and audible peristalsis was 
fairly active throughout. There was no edema of 
the extremities. Another examiner stated that 
at one time a round fist-sized mass could be bal- 
lotted beneath the left costal margin. This ob- 
servation, however, could not be repeated. 

The temperature was 99° F., the pulse 110. The 
respirations were 20. 


Examination of the urine showed a specific grav- 
ity of 1.032, with a trace of albumin. The sedi- 
ment contained an occasional red blood cell and 
white blood cell and a rare hyaline cast. Stool exam- 
inations were repeatedly negative. Examination of 
the blood showed a red cell count of 3,070,000, 
with a hemoglobin of 53 per cent. The white cell 
count was 10,000, 83 per cent polymorph lears. 

A plain x-ray film of the abdomen showed the 
kidney outlines to be faintly visualized. They 
were not definitely abnormal, but there was a 
large, round, soft-tissue shadow superimposed 
upon the left kidney outline. The lower margin 
of this shadow was smooth and fairly distinct; 
the upper margin faded out into the region of the 
spleen. There was also another indefinite area of 
discrete density in the soft tissues situated in the 
right side of the pelvis. The left psoas muscle was 
indistinct, but the right was normal. There were 
two or three areas of density in the region of the 
appendix, which were believed to represent re- 
tained barium. Visible bones were not remark- 
able, and the liver did not appear to be enlarged. 
There was no dilatation of loops of bowel. A 
gastrointestinal series showed a normal esophagus 
with no evidence of varices. There was a small 
hiatus hernia of the stomach. The stomach was 
high, and it was impossible to palpate it. The pa- 
tient complained of tenderness over the middle 
third of the stomach, and in this region on the 
greater curvature, peristalsis was extremely weak; 
this portion of the viscus showed slight rigidity. 
There was also slight constriction at this point. 
The antrum appeared normal, and_ peristalsis 
passed in deep waves over this region. The duo- 
denal cap and loop were not remarkable. The find- 
ings were believed to be consistent with an ex- 
trinsic mass about the middle third of the stomach. 
A barium enema showed normal filling and empty- 
ing of the colon. The left upper quadrant mass 
displaced the left half of the transverse colon 
downward, and the splenic flexure was also mod- 
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erately displaced. There was considerable gas in 
the small bowel. In the region of the jejunum the 
loops were slightly dilated, but the terminal ileum 
was normal. There were believed to be at least 
two large masses in the abdomen associated with 
fluid and partial obstruction in the jejunum. A 
mass on the left side of the fifth lumbar vertebra 
was thought to be the possible site of obstruction 
in the jejunum. 

On the second hospital day an abdominal para- 
centesis produced 4,000 cc. of cloudy, yellowish, 
faintly red-tinged fluid. Examination of the fluid 
showed a total protein of 4.6 gm. per cent. There 
were 1,350 white blood cells and 18,000 red blood 
cells per cu. mm. The specific gravity was 1.016. 
The fluid recurred rapidly and on the fifth hospital 
day another abdominal tap was attempted. The 
trocar was inserted near the initial paracentesis, 
but fluid feces were returned. A laparotomy was 
performed immediately. At operation there was a 
large amount of transudate in the abdominal cav- 
ity, 3 liters being aspirated with suction. A large 
mass, apparently inflammatory in character, was 
noted just below the umbilicus in the midline. This 
was formed for the most part by coils of small 
intestine and omentum. There was a diffuse in- 
flammatory exudate gluing together loops of small 
intestine. Numerous pea- to pin-sized, fiery red 
nodules were scattered over the peritoneal surface 
of the small intestine and were particularly numer- 
ous in the pelvis. A loop of small intestine with a 
perforation was found in the inflammatory mass 
previously described, and a 1 cm. opening was su- 
tured. Following operation the patient’s tempera- 
ture, which had fluctuated up to 103°F., rapidly 
rose to 105°. On the day following operation he 
became jaundiced, and he died on the seventh 
hospital day. 


DiaGNosis 


Dr. Ernest M. Datann: This twenty-four-year- 
old man was perfectly well up to four months be- 
fore entry. He gave no history of gastrointestinal 
disease, nothing to suggest an ulcer. It is possible 
for an ulcer to perforate without having given 
symptoms previously, but it is not common for it 
to do so. He had no nausea or vomiting, which to 
me rules out a lesion in his stomach at that time. 
The assumption seems to have been that he had 
ulcer symptoms because he was placed on a diet of 
milk which, however, did not relieve him. I think 
that at this first episode he had a small perforation 
in his small intestine which walled off very quickly. 
His symptoms cleared up within a week. Then a 
month later he had a similar attack, but this time 
he had cramps. Whether or not he had another per- 
foration, | am not sure; but I think that he had 
partial obstruction due to inflammatory adhesions 
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around the previous perforation. A month later 
a third attack occurred, and this time the pain 
became more generalized and constant. The in- 
flammatory process apparently had increased in ex- 
tent. The x-rays taken at another hospital were 
negative. X-rays of the small intestine are difficult 
to take and difficult to interpret, and I believe that 
a small lesion might perfectly well be missed. He 
had a nonbloody diarrhea. He had no nausea or 
vomiting at any time. The diarrhea again points 
to something in the small intestine. There is no 
note in the physical examination of any enlarge- 
ment of lymph nodes in the axilla, groins or neck. 
The absence of any such note makes me think that 
there was no such enlargement. The physical ex- 
amination centers entirely on the abdominal condi- 
tion. The heart and lungs were normal. He had 
ascites and questionable enlargement of the spleen 
and liver. He had active peristalsis. This again 
fits in with the previous idea that he had had a 
small perforation with inflammatory reaction 
around it, with a partial obstruction. 

We have to begin to think of what caused this 
obstruction. There was something going on which 
irritated the peritoneum enough to give an ascites. 
We begin to think of the possibility of a tuber- 
culous peritonitis or malignant lymphoma of the 
intestines, involving the peritoneum and with a 
secondary inflammatory process going on some- 
where in the small intestine. 

There is no note about the monocytes or the 
platelets. There are some observers who believe 
that the blood picture in malignant lymphoma is 
characteristic in that there is an increase in the 
number of monocytes and in the platelets. 

“There were two or three areas of density in the 
region of the appendix, which were believed to 
represent retained barium.” He had had no ba- 
rium since his admission. This must have been 
left over from the other hospital. 

We know that there was audible peristalsis, and 
this is a flat plate in which they say there was 
no dilatation of loops of bowel, that is, there was 
no gross dilatation of one or two loops. “The 
stomach was high . . .”; that is an important find- 
ing. “The left upper quadrant mass displaced the 
left half of the transverse colon downward”; that 
mass, I believe, is below and behind the stomach, 
and is the same mass that is displacing the stom- 
ach upward. “The splenic flexure was also mod- 
erately displaced”; that may be the same mass, or 
it may be enlargement of the spleen. 

At exploration a loop of small intestine with a 
perforation was found in the mass previously de- 
scribed. They do not state whether it was a recent 
perforation, where the aspirating needle had per- 
forated, or an old one. 
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Dr. Tracy B. Mariory: It was felt to be a re- 
cent one. 


Dr. Datanp: I assumed that, because the open- 
ing was sutured, and they would not have sutured 
a four-months-old perforation. 

We have, then, an abdominal process at the on- 
set suggesting perforation, and other facts sug- 
gesting a low-grade inflammatory process, with a 
slight degree of obstruction, but never enough to 
make the patient vomit. He had developed ascites 
with a good deal of fluid which rapidly filled up 
after the tap. He had masses that were palpable, 
and at operation an inflammatory mass was found 
with fiery red nodules on the peritoneum. It seems 
to me that we have to consider three diseases: (1) 
tuberculous peritonitis, (2) malignant lymphoma 
involving the intestines and peritoneum and (3) 
a quite infrequent condition, a type of primary 
tumor of the peritoneum. Such tumors have been 
described and are classified as endotheliomas, but 
they are characterized by having an enormous 
amount of ascites. I think it is something just 
to think of in passing. In regard to tuberculous 
peritonitis, we might have a picture very much 
like this, except that the large masses that are 
shown by x-ray are not characteristic of tuber- 
culous peritonitis. We can have inflammatory 
masses sticking large coils of bowel together, but 
I do not think that they would be enough to throw 
a shadow by x-ray. The differential diagnosis lies 
between tuberculous peritonitis and lymphoma, 
with a secondary process going on in either case. 
The white cell count was low (10,000) for an in- 
flammatory process on top of a primary condition. 
Tuberculosis itself could perforate and not give 
any elevation of white count. It might be a little 
low. Lymphoma would be more likely to give 
a white cell count of 10,000 or even 15,000, and 
with an inflammatory process on top of the other 
condition I think one would expect nearly 15,000. 
The specific gravity and the protein content do not 
help us except in saying that this was not an in- 
flammatory ascites, not a peritonitis from a strep- 
tococcal infection. The fiery red nodes I think 
are the clue to the whole situation, and I am in- 
clined to think that they were lymphomatous 
rather than tuberculous. My diagnosis, then, is 
lymphoma of the small intestine, of the jejunum 
or the upper ileum, with involvement of the peri- 
toneum, of the omentum and of the mesenteric 
nodes. In addition there is a perforation of four 
months’ duration with large inflammatory adhe- 
sions and a partial obstruction in the jejunum. 

Dr. Ausrey O. Hampton: This is the first film 
described, the plain film of the abdomen, and you 
can see here the mass in the left upper quadrant. 
You can see the outline of the normal kidney, and 
that perhaps is evidence enough that the mass 
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is not retroperitoneal, or the kidney would be dis- 
placed. Then there is another ill-defined shadow 
on this side of the true pelvis, and when we look 
at the other films we sce still another overlying 
the lumbar spine. There are three masses appar- 
ently in the abdominal cavity. The small bowel 
did contain gas, and is perhaps a little larger than 
usual. Here is the best illustration of the small 
bowel, the gas goes over to the midline and stops 
abruptly. The mass is a little better shown in the 
six-hour film. It is a very queer picture. The 
small bowel seems to be wrapped around the mass. 
So far as the stomach examination is concerned 
I think you can read the original report and get a 
little more information. The examiner described 
the defect here, which was rather dish-shaped. It 
corresponds to the upper margin of the soft tissue 
mass. There was very weak peristalsis over this 
area and because of the ascites and the large quan- 
tity of barium in the stomach he could not demon- 
strate the mucosal folds, so that he asked for an- 
other examination to see if the mucosal folds were 
absent. This lesion looks like a dish carcinoma, 
but it exactly overlies this relatively smooth round 
mass which extends from the greater curvature 
of the stomach down to there. If this defect is a 
carcinoma, it is off center considerably in respect 
to the tumor mass. There were no varices in the 
esophagus, and fluoroscopy of the chest was neg- 
ative. The liver shadow does not appear enlarged. 

Dr. Matuory: Lesions in the left upper quad- 
rant are always interesting to speculate about. Has 
anyone else any suggestions as to what this 
might be? 

Dr. James H. Means: I wonder how Dr. Daland 
was able to go so far on the history alone. It is 
interesting that he placed the trouble in the small 
bowel and stated that there were obstruction and 
perforation. I cannot see how the story alone 
justifies such a diagnosis. It turned out later that 
that was the case, but if he made that diagnosis 
on the history it is a very clever one. We should 
like to know more about the pain. It is not suf- 
ficient for a detailed diagnosis to know simply 
that there was severe upper abdominal pain. We 
should like to know just where in the upper ab- 
domen it was—whether it was in the midline 
or halfway between the umbilicus and xiphoid, or 
lower, or higher. If it were near the umbilicus 
and sharply localized to the midline, it would be 
characteristic of small bowel referred pain. The 
patient did not vomit, and he apparently had no 
distention after the first attack. We do not know 
whether he had any fever with the first attack, or 
any tenderness or anything of that sort, so I do 
not see how one can say obstruction or perforation, 
more than to guess it, on the history. 

I am interested in the group of symptoms of 
pallor and dyspnea on exertion and the severe pal- 
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pitation, which sound like symptoms that have 
to do not with the abdomen but with the cardio- 
vascular apparatus. However, I can recall such 
symptoms in a patient with localized peritonitis 
who turned out at autopsy not to have any cardio- 
vascular disease. I have nothing to suggest about 
the diagnosis. I think Dr. Daland’s argument is 
very good but wonder if he would say something 
more about the history. 

Dr. Mattory: I would like to add one state- 
ment, too. I do not believe I have very often seen 
lymphoma scattered over the peritoneal surfaces. 
Other types of tumor commonly do disseminate in 
that way, but lymphoma, I should say, rarely. 
When I have seen it, moreover, the masses have 
been white and not red. 

Dr. Hampton: The distribution of the masses 
by x-ray are a little unusual. You would expect a 
mass in the head of the pancreas, a retroperitoneal 
gland. 


Dr. Datanp: In all fairness I must say that I 
made the diagnosis of perforation before reading 
beyond the first paragraph. The type of pain that 
this man had—severe, lancinating, nonradiating 
pain—seemed to me more suggestive of a perfora- 
tion; it was much like the type of pain that a per- 
forated ulcer gives, except that this man did not 
have anything else that goes with a perforation. He 
did not develop a board-like abdomen, at least 
nothing is said about it, and I do not think he had 
much leakage. I feel that it was just a momentary 
leakage which suddenly sealed off, and the symp- 
toms gradually subsided over a period of a week. 
He certainly did not leak very much. 


There is one other diagnosis that I should have — 


mentioned—carcinoma of the small bowel. It is a 
rare condition compared with the others we have 
mentioned. That, to be sure, could become im- 
planted on the peritoneal surface and would give 
ascites; but its extreme rarity made me feel that it 
was not the probable diagnosis. We _ recently 
checked over 10,000 cancer cases at the Pondville 
Hospital and found only one case of carcinoma 
of the small bowel. The patient is young to have 
carcinoma, although it may occur at twenty-four. 

Dr. Water Bauer: I have not read the ab- 
stract, but the history as given was all we could 
obtain from the patient. He had considered him- 
self perfectly well until four months before entry. 
I personally thought that the man had malignant 
disease because of his appearance. He had the 
“café au lait” color that we sometimes see in sub- 
acute bacterial endocarditis. He had an obvious 
anemia, and the other findings that have been re- 
corded here. The resident in the Baker was of 
the opinion that tuberculous peritonitis was the 
more likely diagnosis, but that never seemed as 
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likely to me as malignant disease. Where it was 
primary, I had no idea. My preoperative diagno- 
sis was malignant disease, primary site unknown, 
with extensive metastases in the abdominal cavity. 

At operation the surgeon thought that it might 
be tuberculosis, but I have never seen anything like 
that present at operation in a patient with tuber- 
culous peritonitis, and I left the operating room 
feeling that he had extensive malignant disease of 
the abdomen. We still did not know where it was 
primary. We sent him to Dr. Mallory’s depart- 
ment with a diagnosis of malignancy of the abdom- 
inal cavity. 

Preoperative DiaGNosis 


Lymphoma of the abdominal cavity ? 
Tuberculosis? 


Dr. Ernest M. Datann’s Diacnoses 


Malignant lymphoma of the small intestine with 
metastases of the peritoneum. 

Old perforation of the small intestine with sub- 
acute obstruction. 


Anatomic DiaGNoses 


Colloid carcinoma of the stomach (primary) with 
hepatic and peritoneal metastases. 

Omental cyst, benign. 

Peritonitis, acute fibrinous, generalized. 

Operative wound: exploratory laparotomy with 
suture of puncture wound of ileum. 

Thrombosis of a branch of the portal vein. 


Ascites. 


Discussion 


Dr. Matitory: We found at autopsy a rather 
complicated picture. The peritoneal surfaces were 
studded with bright red plaques of metastatic tu- 
mor. There were metastases in the left lobe of 
the liver, and there was a large lesion in the gas- 
trocolic omentum. Between the stomach and the 
splenic flexure of the transverse colon was a cyst 
7 or 8 cm. in diameter, which was firmly adherent 
and impossible to dissect free from the stomach. 
We did find a plane of cleavage from the colon. 
On opening the stomach there was considerable 
deformity of the rugae overlying the adherent cyst, 
but no active ulcer crater. The cyst was lined 
with a somewhat granular layer, and it was thought 
at the time of autopsy that malignancy had prob- 
ably developed within the cyst and then spread 
elsewhere to the peritoneal cavity. Microscopic sec- 
tions, however, showed that the cyst wall was lined 
with columnar epithelium, perfectly benign in 
type, such as one would expect to find in an omen- 
tal cyst. The stomach showed obvious primary 
colloid carcinoma with metastases in the liver. The 
small intestine obstruction so far as we could make 
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out was on the basis of the adhesions from the car- 
cinomatous implants and inflammatory lesions 
following his perforation. We could not say 
whether there had been a preceding perforation. 

A Puysictan: Where was the perforation? 

Dr. Matitory: It was in the small bowel at the 
upper end of the ileum. This was matted into a 
dense mass which was firmly adherent to the ab- 
dominal wall, so anyone who had the misfortune 
to tap at that spot would inevitably have gone 
into the small bowel. 


CASE 23322 
PrESENTATION OF 


twenty-nine-year-old American truck driver 
was admitted complaining of palpitation and fatig- 
ability. 

About six months before entry, without prelim- 
inary symptoms, the patient abruptly developed a 
nocturia of one or two times, which increased pro- 
gressively to five or six times. There was, how- 
ever, no diurnal polyuria. For about five months 
there was a slight nonproductive cough. One 
month prior to admission he became conscious of 
slight shortness of breath and ready fatigability. 
On occasion he noted vague aching pain in the 
right costovertebral angle when getting in and 
out of his truck. For three weeks preceding entry 
he had a persistent, indurated, slightly painful boil 
on his right loin. No note was made of the char- 
acter of the discharge. A week before admission, 
shortly after the evening meal, while on a road 
trip, the patient suddenly felt his heart pound very 
rapidly, and his legs became extraordinarily tired 
with slight exertion. He consulted a physician, 
who advised him to return to Boston and enter a 
hospital immediately. Later during the same 
night he noted that numerous tiny red spots had 
appeared upon both legs and that his ankles had 
become markedly swollen. On the following morn- 
ing the ankle swelling had diminished, but it re- 
curred during the day and followed a similar cycle 
thereafter. The red spots gradually subsided. On 
the night before entering the hospital he developed 
a severe hemorrhage from the right nostril. Bleed- 
ing continued for five or six hours despite attempts 
at hemostasis. After two hours of hemorrhage the 
patient became nauseated and vomited some coffee- 
colored material. He was unable to sleep after 
the hemorrhage had ceased because of marked 
shortness of breath and severe cough. The cough 
persisted and was productive of large amounts of 
watery sputum, which gradually became blood 
streaked. The dyspnea was considerably relieved 
by propping himself upright with pillows. 

The past history was noncontributory. 


Physical examination showed a well-developed 
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and nourished, moderately dyspneic young man 
with florid cheeks and lips. The conjunctivae and 
nailbeds were pale, and the fingers markedly 
clubbed. There was an ammoniacal odor to the 
breath. The right pupil was larger than the left, 
but both reacted normally to light and distance. 
The neck veins were engorged and pulsating. The 
heart was enlarged 2.5 cm. beyond the midclavicu- 
lar line. The right border was not described. The 
apex impulse was diffuse. The heart sounds were 
rapid and weak, and there was gallop rhythm. The 
pulmonic second sound was louder than the 
aortic. A systolic murmur was heard at the apex 
and transmitted into the axilla. The second aortic 
sound was faint, and there was a questionable 
diastolic murmur extending down along the right 
border of the sternum. The blood pressure was 
140/95. The lungs were resonant, and a few post- 
tussive rales were audible at the right base. The 
abdomen was tense, with fullness in the flanks. 
The liver extended four fingerbreadths beneath 
the costal margin. The spleen was not felt. There 
was massive edema from the sacrum downward, 
involving both lower extremities. There were 
numerous petechial hemorrhages over both legs. 
The — were hyperactive but symmetrically 
equal. 

The temperature was 98.6° F., the pulse 120. 
The respirations were 32. 

The urine was pink to red in color, and the 
specific gravity varied between 1.006 and 1.014. 
There was a large amount of albumin, and the 
sediment contained many red and white blood 
cells; only an occasional large blood cast was seen. 
The blood showed a red cell count of 2,200,000, 
45 per cent hemoglobin. The white cells num- 
bered 4,60, 64 per cent polymorph lears. The 
bleeding time was said to be markedly prolonged. 
A stool examination was negative. The basal 
metabolic rate was +32. A Hinton test was posi- 
tive, and a Wassermann test negative. A phenol- 
sulfonphthalein test showed no excretion of dye 
at the end of an hour. The nonprotein nitrogen 
of the blood serum was 101 mg. per cent. The 
plasma chlorides were 109 milliequivalents. The 
serum calcium was 8.93 mg., and the phosphorus 
8.88 mg. per cent. The serum protein was 5.1 
gm. per cent, and the COz combining power 37 
volumes per cent. An electrocardiogram showed 
normal rhythm with slight late inversion of T:, a 
low diphasic Tz, flat Ts and low Ts. QRS was 
low, and there was a tendency toward right axis 
deviation. 

An x-ray film of the chest showed marked en- 
largement of the heart to the left. There were 
increase in the size of the hilar shadows and hazi- 
ness in the lung fields close to the hila. A plain 
film of the abdomen was underexposed. The lower 
two thirds of the kidneys were visible and showed 
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no variation from the normal size and shape. A 
film of the sinuses showed a polyp in the of 
the right antrum, but was otherwise negative. 

Shortly after entry the blood pressure was 
160/120, but no other readings were recorded. The 
patient was given digitalis and sodium bicarbo- 
nate, and there was noticeable diminution in the 
amount of edema. On the fifth hospital day he 
had another severe nosebleed which, however, sub- 
sided spontaneously. The dyspnea continued. On 
the seventh hospital day he became rapidly worse, 
and died on the following day. 


Dirrer—entiaL Diacnosis 


Dr. Earte M.Cuapman: At first glance it seems 
that this twenty-nine-year-old truck driver suffered 
some form of Bright’s disease, symptoms of 
which appeared very abruptly six months before 
his death in kidney failure. The symptoms sug- 
gest that heart failure, probably secondary, played 
a large role. Pain, such as he had, over the costo- 
vertebral angle occurs frequently in an acute or 
rapidly advancing Bright’s disease, but it is usually 
bilateral. 

All the laboratory evidence supports this diagno- 
sis. He had a urine that contained albumin and 
blood cells, and it was not concentrated above 1.014. 
The anemia (normochromic) and leukopenia are 
of the type seen in toxic depression of the bone 
marrow. The blood nonprotein nitrogen was over 
100; the calcium was low in response to retained 
phosphorus. The serum protein was only slightly 
lowered, and finally there was no excretion of 
phthalein dye, even at the end of one hour. 


This combination in a young man warrants the 
diagnosis of a diffuse glomerulonephritis. How- 
ever, rapid failure of polycystic kidneys or retro- 
grade infection in the kidneys from some obstruc- 
tive abnormality in the genitourinary system must 
be considered. Then there are those rare cases de- 
scribed by Longcope in which this syndrome is 
present without a demonstrable point of obstruc- 
tion. Malignant hypertension or vascular disease 
may have been present, but unfortunately the 
fundi are not described. A myeloma or gouty 
kidney seems quite unlikely. The elevated basal 
metabolic rate does not indicate a metabolic disease 
but more likely the increase in oxygen utilization 
that is often found in heart failure. Perhaps his 
death was more from the sudden load thrown on 
his cardiovascular system than from uremia. In 
Bright’s disease we look for three types of death: 
heart failure, an edematous or nephrotic stage, or 
typical dry uremia. This patient seems to have 
had elements of all three. 


He evidently had a large failing heart and breaks 
in the continuity of his vascular system that led 
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to nosebleeds, petechial hemorrhages and changes 
in the myocardial blood supply as evidenced by 
the inversion of the T waves in Lead 1 and their 
depression in Lead 2. The heart failure and toxic 
vascular changes account for the edema rather than 
a lowered serum protein or nutritional edema. 

All this seems clear enough but in going back 
over the history there are certain points that puz- 
zle me. 

Why did he have a cough? I believe it can be 
explained by the rapidly enlarging heart causing 
pressure on the bronchial tree. 

What is the significance of the boil on his loin? 
It is probably not a primary lesion of syphilis, but 
a low-grade staphylococcus infection to which the 
body's defense system could not respond with an 
adequate leukocytosis. 

The vomiting of coffee-grounds material was no 
doubt from blood that he swallowed. 

The clubbing of the fingers is a disturbing point. 
This, combined with the description of an increase 
in the hilar shadows, suggests primary mediastinal 
or pulmonic disease, such as lymphoblastoma or 
aneurysm. Again, however, I believe this can all 
be explained by the heart and great vessels, en- 
larged by the failure in his circulation. The dias- 
tolic murmur could be explained by the same 
process—dilatation of an aortic ring trying to hold 
back a diastolic pressure of 120. 

The fact that the right pupil was larger than the 
left suggests some point of pressure on the right 
sympathetic chain. There is no direct evidence of 
this. 

Finally, there is the matter of a positive Hinton 
test. It does not say that this was checked by an- 
other laboratory or by the use of different antigens 
in the same laboratory. This may mean syphilis 
in any stage, but more likely it is a false positive 
that might occur when very sensitive antigens are 
used against a serum altered as much as that of this 
patient. The recent American serologic conference 
found that the Hinton test gives close to 1 per cent 
false positive reactions. We know that occasional- 
ly malaria and more often yaws, relapsing fever 
and leprosy produce false positive tests even with 
the less sensitive Wassermann reaction. I see no 
evidence of these diseases, nor is it known that 
syphilitic nephritis produces this picture of renal 
failure. 

I return to the diagnosis of diffuse glomerulo- 
nephritis—the origin of which is not evident. Ma- 
lignant vascular nephritis could produce the same 
picture, but I do not think that such a diagnosis 
is likely. 

Dr. Ausrey O. Hampton: This film of the ab- 
domen shows the kidney outlines fairly well. They 
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do not appear abnormal in size or shape, and there 
is no calcification.. The liver and spleen appear 
to be low. The chest shows marked enlargement 
of the heart as described. The apex is at the sev- 
enth rib, out near the axillary line. The enlarge- 
ment is diffuse across the base also, and there 
appears to be edema of the lung without fluid in 
the pleural cavity. 

Dr. Futter Avseicnt: I think that the history 
as given was not quite accurate. I think that he 
did not have much if any clubbing of the fingers. 

Dr. Tracy B. Mattory: Someone said that it 
was marked. 

Dr. Atsricut: I do not remember that at all, 
and I saw him recently. The fundi showed changes 
consistent with acute or chronic nephritis—exudate, 
hemorrhages, and so forth. Furthermore, he had 
fever in the hospital, a sore throat and a culture 
from his tonsils that showed a hemolytic strepto- 
coccus. The differential diagnosis that we consid- 
ered was between acute and chronic nephritis. He 
had purpura under his skin, and red cells in his 
urine, both of which suggested acute nephritis, 
but we decided against acute nephritis because he 
had had nocturia for six months, because he failed 
to concentrate his urine, and especially because of 
his gallop rhythm. We ended with the same diag- 
nosis as Dr. Chapman. 


DiacNnoses 
Chronic lonephritis. 
Acute endocarditis. 


Dr. Earte M. Cuapman’s Diacnosis 
Glomerulonephritis. 


Anatomic DIAGNOsEs 
Acute lonephritis. 
Acute anaes endocarditis of the aortic valve 
with aortic stenosis. 
Lobar pneumonia, right middle and lower lobes. 
Splenomegaly. 
Osteoarthropathy, fingers, slight. 
Cystitis, slight. 


PaTHoLocicaL Discussion 


Dr. Mariory: It is always very much easier 
to make your differential diagnosis if you know 
the outcome, so I cannot claim that I approach 
this problem fairly. In reading the history, before 
I knew the outcome, however, there was one point 
which I thought was very significant and that was 
the statement that the pulmonary second sound 
was louder than the aortic; in fact the aortic was 
actually diminished in spite of his hypertension. 
There was a systolic murmur, reasonably loud at 
the apex and transmitted to the axilla, and there 
was a question at least of a diastolic murmur at 
the base. Now that combination is all one can 
reasonably expect to make a diagnosis of aortic 
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stenosis. The proportion of aortic stenosis cases 
that within a week of death are going to show a 
thrill at the base is very small, and I think that one 

is almost justified in making a diagnosis of aortic 
stenosis on that record as it stands. If you agree 
that there is aortic stenosis and you pay attention 
to the clubbed fingers then you must turn to an 
entirely different range of possibilities. The pete- 
chial hemorrhages under the skin may be emboli, 
and you may be de dealing with bacterial endocarditis. 
The question then becomes whether the kidney 
lesion was secondary to the endocarditis, or pri- 
mary and the endocarditis merely terminal. I 
did not make that diagnosis on the record but that 
was what was actually found—bacterial endocar- 
ditis of the aortic valve with a very large vegeta- 
tion which must undoubtedly have produced 
stenosis. He had an acute diffuse nephritis of the 
glomerular type. The question always comes up 
in such a case, Are we dealing with a diffuse em- 
bolic nephritis, that is, Can we explain all the le- 
sions as pin-point emboli from bacterial endocar- 
ditis? But whereas cases of bacterial endocarditis 
always show some degree of embolic nephritis, if 
you look hard for it, and the majority of them 
show a good deal, you almost always find perfectly 
normal glomeruli between the damaged ones. 
This man had no normal glomeruli. Of course 
acute diffuse nephritis is occasionally seen along 
with and presumably secondary to subacute bac- 
terial endocarditis, but it is extremely rare. 

The vegetations on this aortic valve are quite 
consistent with a subacute bacterial endocarditis 
from the microscopic .point of view, but against 
this diagnosis are the points that the mitral valve 
was normal and the aortic valve was not bicuspid. 
In a section of the myocardium I found one lesion 
rather suggestive of an Aschoff body but in the 
face of the active endocarditis I cannot place much 
reliance on this. Our postmortem blood culture 
did not help. It showed a pneumococcus but that 
could readily be explained by the extensive pneu- 
monia which developed as a terminal event. My 
‘own preference is to regard the case as one of 
primary nephritis and secondary endocarditis, but 
I do not believe the converse possibility can be 


excluded. 

Dr. Cuapman: What did the blood culture 
show? 

Dr. Marirory: A blood culture was not done 


during life, and the reason I like to insist on the 
importance of the clubbed fingers is that that was 
the only lead in the entire story. 

Dr. Hampton: I should have commented on 
the feeling I had when I looked at the film. It 
was surprising how large the heart was and how 
small the aorta. If he had a dilated heart due to 
hypertension you would expect the aorta to look 
much larger. 
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MASSACHUSETTS PHYSICIANS 
AND BIRTH CONTROL 


On July 20, a physician licensed to practice medi- 
cine in Massachusetts was found guilty of an of- 
fense against certain statutes of Massachusetts law 
ostensibly because she furnished contraceptive ad- 
vice and materials to a married woman with a 
systolic blood pressure of 214 millimeters of mer- 
cury. In view of the position taken by the House 
of Delegates of the American Medical Association 
in June, 1937, this might be very confusing to 
physicians at large. 

The committee report, accepted and approved by 
the governing body of the American Medical 
Association, includes such statements as this: “In- 
formation concerning contraception is admittedly 
available to persons in favorable economic circum- 
stances.” If this common practice among private 
physicians in Massachusetts or elsewhere be lawful, 
then surely a physician working in a charity dis- 
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pensary may lawfully give the same service to 
women unable to pay a private physician. The 
report also said: “Although the statutes in force 
in the several states that forbid the dissemination 
of information concerning methods for the preven- 
tion of conception do not in express terms exempt 
physicians from their operation, it seems fair, nev- 
ertheless, to assume that the state courts, if called 
on to construe them, will adopt lines of reasoning 
similar to those followed in the case cited* and in 
the other cases decided by the United States courts, 
leaving physicians free to give information con- 
cerning contraception when required to meet the 
medical needs of patients.” 

The Massachusetts law considered by Judge Sears 
of the First District Court of Essex to have been 
broken by the physician in charge of the Mothers’ 
Health Office, a subsidiary of the Massachusetts 
Birth Control League, is no more drastic in its 
prohibitions than the federal Comstock law which 
Justice Hand of the United States Circuit Court of 
Appeals finds physicians do not offend against 
when they “intelligently employ contraceptive ma- 
terials to save life or to promote the well-being of 
patients.” 

Is there then some peculiarity in the local case 
which made the defendant guilty? Apparently 
not. The physician was found guilty simply of 
furnishing contraceptive material to a patient, and 
the question of the medical indication for the pre- 
scription seems not to have been a determining fac- 
tor. 

Was it then that Judge Sears felt constrained by 
the precedent of the Massachusetts Supreme Court 
decision in a case under the same statute, having 
to do with /ay birth-control propaganda and not 
the practice of medicine, and did he think there 
was an appreciable aura of birth-control propa- 
ganda in this case, sufficient to obscure the purely 
medical facade? If so, and the judgment as he 
gave it leaves little doubt of what was in his mind, 
his decision still allows the practitioner of medicine 
to use contraceptives, though such freedom is de- 
nied for general birth-control purposes. 

Emphasis should be placed on the purely medi- 
cal objectives in the physicians’ attitude. The 
American Medical Association has expressed itself 
only in regard to “relation of the physician and 
patient.” Its approval of contraception and the 


*United States vs. One Package, United States Circuit Court of Appeals, 
Second Circuit, Dec. 7, 1936, in which it was held that a statute the words 
of which —~ absolutely the importation of articles for the prevention 

conception was not designed to prevent the importation of things which 
—_ intelligently be employed by conscientious and competent physicians 

to save life or to promote the well-being of patients. 
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tentative use of current contraceptive measures for 
medical purposes are not to be construed as favor- 
ing the use of such measures for the solution of 
social problems. 

It has seemed to most careful observers that the 
Massachusetts Birth Control League, which spon- 
sors the local Mothers’ Health Offices, and to which 
may be attributed the possible aura mentioned 
above, has not laid itself open to the criticism 
widely directed at birth-control leagues in other 
parts of the country, that they were propagandizing 
contraception not for purely medical reasons, which 
to most are admittedly justifiable, but for the solu- 
tion of broader social and economic problems. It 
is because the Mothers’ Health Offices have appar- 
ently respected this limitation to medical indica- 
tions, in the practice of their physicians, that they 
are entitled to the sympathy and support of the 
medical profession in their present legal difficulties. 

Furthermore, if we may assume accuracy in the 
official attitude of the American Medical Associa- 
tion, the physicians in Massachusetts should be 
grateful to the Birth Control League for offering 
to the underprivileged a purely health service 
which the private physician admittedly affords his 
paying patients. Careful consideration of this mat- 
ter should be given by the governing boards of es- 
tablished charitable medical clinics. Whether or 
not the law forbids a lay organization, though func- 
tioning strictly under the advice of physicians, to 
offer to the poor a health service approved by the 
American Medical Association, Is it not time for 
this work to be taken over by the licensed charity 
hospitals and dispensaries? 


LEONARD MACKALL 


Ix the death of Mr. Leonard Mackall, May 19, 
1937, medicine loses a devoted friend, for few lay- 
men have contributed more to humanism and 
medical history. An ardent student of bibliog- 
raphy and president of the Bibliographical Society 
of America at the time of his death, he was long 
a friend of Sir William Osler and as such, on 
Osler’s death, was entrusted, with three others, to 
complete the “Bibliotheca Osleriana.” To that 
remarkable catalogue he gave unsparingly of his 
precious time in reading and criticizing the proof. 
He, moreover, donated many rare volumes to rhe 
Osler library, including some of the more impor- 
tant Servetus items. 


His researches on Servetus, which first brought 
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him in touch with the medical profession, culmi- 
nated in a short but succinct paper, “Servetus 
Notes,” in “Contributions to Medical and Biologi- 
cal Research, dedicated to Sir William Osler.” 
Here he corrected many bibliographic inaccuracies 
which had appeared in previous accounts of the 
man and his works. Particular attention was 
directed to the portraits of Servetus, his first two 
publications, the 1546 manuscripts in Paris and the 
original and reprints of the “Christianismi Resti- 
tutio.” For this work alone Mackall’s name will 
long be held in reverence by medical historians. 


His interests, however, spread far beyond Serve- 
tus. From the “Bibliotheca Osleriana” we note 
his descriptions of other books, many of them his 
own gifts to the library: “Libelli duo” (1547) by 
Cardanus; the German and English editions of 
Heister’s “Medicinische, chirurgische und anato- 
mische Wahrnehmungen” (1753 and 1755); Lava- 
ter's “Physiognomik” in many editions and Her- 
der’s “Ulric of Hutten,” wrongly attributed to 
Goethe. When Osler left his Silliman Lectures on 
“The Evolution of Modern Medicine” in manu- 
script, Mackall, with Garrison, Cushing and 
Streeter, saw them through the press and thus gave 
to the world the best short account of medical his- 
tory written in modern times. He completed 
Osler’s editions of the “Religio” of Sir Thomas 
Browne, when he added to the collection the rare 
Dutch edition of the “Collected Works” (1688) in 
1927. Very recently he issued a page or two of 
corrections to Cushing's “Life of Sir William 
Osler.” 

Born in Baltimore in 1879, Mackall graduated 
from Johns Hopkins University in 1900 and studied 
at the Harvard Law School, as well as the Universi- 
ties of Berlin and Jena. His early years were de- 
voted to a study of Goethe. He edited Goethe's 
“Correspondence with Americans” (1904) and 
was a coeditor of “Collected Conversations” (1910- 
11). In 1924-he began his “Notes for Bibliophiles” 
in Books, the Sunday book review of the New 
York Herald-Tribune, a column of wide interests, 
which he continued until his death in 1937. It is 
hoped that these accurate notes will be preserved 
in more permanent form. In addition, he did 
much to enrich the library of the Grolier Club in 
New York, as well as others throughout the United 
States. No one was more unselfish than Mackall 
for every book, to him, had its natural resting place 
in a permanent collection. His death, at an early 
age, is an incalculable loss to his many friends in 
medicine and in literature. 
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MASSACHUSETTS MEDICAL SOCIETY 


SECTION OF OBSTETRICS AND 
GYNECOLOGY 


M. Frercuer Eaves, M.D., Secretary, 
19 Bay State Road, 
Boston, Mass. 


Cast History No. 32. BLeepinc at Six AND A 
Harr Montus 


Mrs. C., a white American housewife, aged 36 
years, was seen in the hospital in consultation on 
September 17, 1936. She was just under seven 
months in her first pregnancy, and had been seized 
with a sharp pain at midnight and had begun to 
flow from the vagina. 

The patient's father was living and well at, 79. 
Her mother had died of diabetes at 58. She had 
three sisters, two in good health and one who died 
of a brain tumor. 

She had had no scarlet fever, diphtheria, or pneu- 
monia. Her periods began at 13 years, were al- 
ways scanty, flowing only two or three days, and 
were never quite regular—sometimes a day or two 
early, some times a day or two late. Her last period 
was March 7, making her due approximately De- 
cember 14. 

She was a well-developed and nourished woman. 
She was extremely pale. Her pulse was 120, of 
good quality. The uterus was enlarged to a size 
compatible with a pregnancy of just under seven 
months, uniformly hard throughout. No fetal 
heart was obtained. There was some flowing. 
Her heart was negative. Her lungs were negative 
and resonant throughout. There were no palpable 
lymph nodes. Her blood pressure was 145/100. 
Vaginal examination showed the cervix was not 
flat and was dilated one finger. The vertex was 
well in the lower segment; no placenta was felt 
in front of the vertex. 

On entrance to the hospital, her urine showed 
a large trace of albumin. Her hemoglobin was 
32 per cent, red blood cell count 1,900,000, and 
white blood cell count 11,900. On September 20 
the hemoglobin was 44 per cent, the red blood cell 
count 2,300,000, and the white blood cell count 
11,800. On September 30, three days previous 
to her discharge from the hospital, her hemoglobin 
was 56 per cent, the red blood cell count 2,200,000, 
and the white blood cell count 15,500. A blood 
Wassermann was negative. Both the patient and 
her husband were Group IV. 

The diagnosis was complete separation of the 
placenta, toxic in origin. The patient was extreme- 
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ly sick. The hardness of the uterus, the absence 
of a fetal heart, the absence of a placenta previa, 
with flowing and with the hemoglobin and the 
blood figures, all established without question the 
diagnosis of separated placenta. 

When seen the patient was much too sick to be 
touched. If anything had been done to her in an 
operative way, it would have killed her. The cer- 
vix and vagina were packed tightly with gauze. 
A Spanish windlass was put about the abdomen 
above the fundus. The patient was transfused, the 
husband being the donor. At 7:00 p. m. on the 
day of admission her pulse was 90, and her blood 
pressure 118/70. The following morning at 4:00 
her pulse was still 90, and her blood pressure 
120/78. At this time her temperature was 98.4° F. 
The pack was taken out the morning of the nine- 
teenth, and the membranes were ruptured at 
10:10 a. m. The patient was delivered normally 
that evening. The placenta was expressed imme- 
diately and was followed by clots. The patient 
ran a temperature for forty-eight hours and from 
then on had a normal convalescence. 


Comment. The question of the treatment of 
separated placenta depends upon the degree of 
separation, the duration of the pregnancy, whether 
the child is viable, and whether the patient is in 
labor. If the baby is dead, treatment should be 
directed solely to the mother. Conservative treat- 
ment—rupturing the membranes and the Spanish 
windlass, in cases of complete separation when near 
term—shows far better results than abdominal sec- 
tion. If the condition is diagnosed early, when 
the baby is viable and labor not advanced, cesa- 
rean section is the operation of choice. 

In this particular case the method of treatment 
was not open to much question. The fetus was 
dead; consequently all treatment was directed 
solely to the mother. The mother’s condition was 
so serious that the least possible operating was in- 
dicated. Cesarian section would probably have 
killed this patient. Accouchement forcé, so fre- 
quently employed fifteen or twenty years ago in 
this type of case, would probably have resulted in 
maternal death from shock, hemorrhage or rup- 
tured uterus. The conservative treatment of trans- 
fusion, cervical packing, rupture of the membranes 
and the Spanish windlass added nothing to the pa- 
tient’s shock, controlled further hemorrhage and 
initiated spontaneous emptying of the uterus. In 
most cases under seven months it probably does 
not take the uterine sinuses very long to become 
thrombosed after the complete separation of the 
placenta. In this case there was no bleeding after 
the windlass was applied, as was evidenced by her 
pulse, which came from 120 on entrance to 90 in 
the evening. After the hemorrhage has been con- 
trolled subsequent transfusions are not very valu- 
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able in the treatment of the secondary anemia, 
unless there be sepsis. An anemia diet, some form 
of ferrous sulfate——as much as 24 to 30 gr. a 
day,—sunlight and fresh air will usually overcome 
the anemia within a few weeks. 


MISCELLANY 


MEDICOMILITARY INACTIVE DUTY TRAINING 


The ninth annual training course for medical depart- 
ment reservists of the Army and Navy will be held at the 
Mayo Foundation, Rochester, Minnesota, October 3 to 16, 
1937. 


This training course was first inaugurated by the Sev- 
enth Corps Area at the request of the Mayo Foundation 
to give training in military medicine to the young medical 
men connected with the foundation. Other reserve of- 
ficers requested permission to enroll and to take advantage 
of the opportunity to attend the clinical presentations dur- 
ing the morning hours. Such permission was granted 
and attendance has become so increasingly popular that 
it is now necessary to limit enrollment. 

The program will follow the plan of past years. The 

morning hours will be devoted entirely to professional 
work in special clinics and study groups. Officers in at- 
tendance may select the course they wish to follow from 
the wide variety of presentations offered. The afternoon 
and evening will be devoted to a medicomilitary program 
under the direction of the Surgeon of the Seventh Corps 
Area (Army) and the Surgeon of the Ninth Naval Dis- 
trict (Navy). 
* This training is on an inactive duty status and is with- 
out expense to the government. Enrollment is open to all 
Army and Navy reservists of the medical departments in 
good standing. Applications should be submitted to the 
Surgeon of the Seventh Corps Area, Omaha, Nebraska, or 
to the Surgeon of the Ninth Naval District, Great Lakes, 
Illinois. Enrollment is limited to two hundred. 

The Surgeons General of the Army and Navy have sig- 
nified that they will attend, and it is believed that the 
Surgeon General of the Public Health Service will also 
appear on the program. 


CORRESPONDENCE 


BIRTH CONTROL LEAGUE 


To the Editor: Last fall a questionnaire was sent to all 
the active members of the Massachusetts Medical Society 
by the medical consultants of the Birth Control League of 
Massachusetts to determine the attitude of Massachusetts 
physicians toward medical contraception. Twelve hundred 
and seven of the thirteen hundred and ninety-three replies 
signified approval of contraceptive advice as “in line with 
the principles of modern preventive medicine.” This means 
that about one-fourth of the members of the Massachu- 
setts Medical Society have stated in writing that they are 
in favor of medical contraception. In view of this, we be- 
lieve that a summary of recent developments is pertinent. 

In the last five years the Mothers’ Health Office in 
Brookline has made contraceptive advice available to two 
thousand married women referred by physicians for medi- 
cal reascns. This office is supervised by the following 
physicians: Letitia Adams, J. Dellinger Barney, Robert L. 
DeNormandie, Richard S$. Eustis, Charles H. Lawrence, 
Donald Macomber, William H. Robey, George Gilbert 
Smith, Harry C. Solomon, Howard Burnham Sprague, 
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Somers H. Sturgis and John H. Taylor. The physician- 
in-charge is Dr. Ilia Galleani. 

Other offices were opened in Salem (November, 1936) 
and in the South End of Boston (January, 1937), the latter 
under the supervision of the same board of physicians as 
the Brookline office. There has been no attempt to con- 
ceal the type of medical relief available at these offices to 
married patients referred by physicians. 

On June 2, the Salem office was raided by the local po- 
lice. Records and supplies were confiscated. At a hearing 
in a district court the doctor in charge of the office, the 
nurse, and the social worker were found guilty of exhibit- 
ing and selling contraceptives. A minimum fine was im- 
posed, and the office records and materials were held pend- 
ing an appeal to a superior court. On August 3, the 
South End Mothers’ Health Office and the Birth Control 
League office were similarly raided in an apparent con- 
certed effort to destroy this work in Boston. 

The Massachusetts statutes under which these raids have 
been engineered belong to the era of obscurity when the 
medical aspects of the subject were not separated from 
pornography. The United States Circuit Court of Ap- 
peals has this year declared admissible for importation, and 
to the United States mails, contraceptive articles and books 
on contraceptive technic when intended for use in study 
or research or by physicians “for the purpose of saving 
life or promoting the well-being of their patients.” The 
operation of the Massachusetts Mothers’ Health Offices 
was undertaken and continued on advice of counsel in the 
belief that an interpretation of the Massachusetts statutes 
by a superior court in the light of medical and social 
progress would establish the right of the physician to care 
for his patient’s health as his conscience dictates. The con- 
sulting physicians are glad of this opportunity to clarify 
the law and believe the time peculiarly right in view of the 
recent decision of the American Medical Association, 
whereby scientific contraception has become an accepted 
part of preventive medicine and the dictum established 
that “the legal justification is the medical need of the pa- 
tient.” 

J. Barney, 

Grorce Gitsert SmitH, 

Harry C. So_tomon, 

Howarp BurNHAM SpRAGUE, 

Somers H. Srvuraits, 

Joun H. Taytor, 

Representing the medical consultants 
of the Brookline and South End 
Mothers’ Health Offices. 
Boston, Mass. 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL 
ON PHARMACY AND CHEMISTRY 


To the Editor: \n addition to the articles enumerated in 
our letter of July 6 the following have been accepted: 


Abbott Laboratories 
Ampules Gold Sodium Thiosulfate—Abbott, 0.025 gm. 
Ampules Gold Sodium Thiosulfate—Abbott, 0.5 gm. 
Physiological Salt Solution 
Dextrose 5% in Physiological Salt Solution 
Dextrose 10% in Physiological Salt Solution 
Dextrose 10% Solution 
Dextrose 5% Solution 
Dextrose 5% in Ringer’s Solution 
Dextrose 5% in Lactate—Ringer’s Solution 
Hoffmann-La Roche, Inc. 
Tablets Larocaine Hydrochloride, 0.25 gm. 


_ 
? 


Vol. 217 No. 7 


Merck & Co., Inc. 
Ampules Cebione Sodium Solution, 2.1 cc. 
Tablets Cebione, 0.025 gm. 
Sharp & Dohme, Inc. 
Capsules Digitalis Leaves 
E. R. Squibb & Sons 
Tablets Digitalis—Squibb, % cat unit 
Capsules Powdered Digitalis—Squibb, 14% gr 
Paut Leecn, Secretary. 
535 North Dearborn Street, 
Chicago, Illinois. 


RECENT DEATHS 


ERB — Tueovore C. Ers, M.D., died at his home on 
Meeting House Lane, Scituate, August 3. He was in his 
sixty-seventh year. 

Dr. Erb was born in Boston, the son of Theodore F. 
and Theresa (Vogt) Erb. After attending the local 
schools, he entered Harvard Medical School, receiving his 
medical degree in 1895. He had practiced in Boston on 
Marlborough Street since his graduation. 

For forty years he was associated with the Prudential 
Insurance Company of America as senior medical exam- 
iner in Boston. Since 1915 he had been school physician 
in Boston, recently being assigned to the English High 
School. He was also an attending physician at St. Eliza- 
beth’s Hospital and the Boston City Hospital. From 1901 
to 1912 he was an instructor in obstetrics at Tufts College 
Medical School, and at one time served as visiting obste- 
trician at Mt. Sinai Hospital. Dr. Erb was a proficient 
linguist and musician. 

His memberships included the Massachusetts Medical 
Society, the Boston Medical Library and the Boston City 
Club. 


His widow, the former Miss Theresa C. Boos, and a 
daughter, Mrs. George von Kapff, survive him. 

KNOWLTON—Wi.uuaM T. Know ton, M.D., of Phil- 
lips Road, Holden, died suddenly July 29 at the home of 
his aunts, Mrs. Ida Perry and Mrs. Whittaker in Athens, 
New York. Dr. Knowlton was 61 years old. He grad- 
uated from Albany Medical College in 1899 and joined 
the Massachusetts Medical Society in 1901. 

Besides his aunts, Dr. Knowlton leaves his widow and 
daughter. 

SYLVESTER—Cnartes P. Sytvester, M.D., of Boston, 
died at his summer home in Rye Beach, New Hampshire, 
He was in his sixtieth 


ceived his medica I degree from the University of Vermont 
Medical School. A year’s study in Berlin, Germany, fol- 
lowed, after which he practiced medicine in Hull, later 
moving to Roxbury and then to Boston. 

Dr. Sylvester was the founder of the Allerton Private 
Hospital at Hull in 1907, and directed it for twenty-five 
years. In 1925 he was appointed to the Massachusetts 
Board of Registration in Medicine, serving as chairman 
for nine years. He resigned this position less than a year 
ago because of poor health and a desire to devote more 
time to his medical practice. 

His memberships included the American Medical As- 
sociation, the Massachusetts Medical Society and the Re- 
serve Corps. 

His ~ ll and a son, Charles P. Sylvester, Jr., survive 
him. 
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HARROWER—Davin Harrower, M.D., of 98 William 
Street, Worcester, died at his home, August 7. He was in 
his eighty-first year. 

Dr. Harrower was born in West Troy, New York, in 
1857. He graduated from Harvard Medical School in 
1881, then studied abroad, specializing in diseases of the 
eye and ear. 

He was a member and councilor of the Massachusetts 
Medical Society, past president of the Worcester District 
Medical Society, and past president of the American Oph- 
thalmological Society. Other memberships included the 
American Medical Association, the American Otological 
Society, and the American College of Surgeons. 

His widow, Mrs. Mary D. Harrower, three sons, and 
four grandchildren survive him. 

ARMSTRONG—Irvine F. Armstronc, M.D., of Hud- 
son, died August 9, at Wells Beach, Maine. He was in 
his forty-seventh year. 

A native of Marlboro, he attended the Marlboro schools 
later graduating from Tufts College Medical School with 
the class of 1918. During the World War he was a first 
lieutenant in the 12th Infantry and was stationed at New- 
port News, Virginia. 

In 1935 he was appointed medical examiner for north- 
ern Middlesex County. He was a member of the Amer- 
ican Medical Association and the Massachusetts Medical 
Society, as well as of several fraternal organizations. 

His widow, Mrs. Katherine (King) a a son, 
Joseph; a daughter, Mary; and his mother, Mrs. Joseph 
Armstrong, of Marlboro, survive him. 


OBITUARY 


RESOLUTIONS ON THE DEATH 
OF DR. GEORGE L. VANDEURSEN 


Dr. George L. VanDeursen was born in Gallipolis, Ohio, 
on January 19, 1867, the son of Rev. Russell D., and 
Margaret Brodie (MacKenzie) VanDeursen. He was ed- 
ucated in the public schools of Paris, Illinois, and grad- 
uated from the University of Pennsylvania in 1888, re- 
ceiving the degree of D.D.S., and from the Hahnemann 
Medical School and Hospital in 1896, securing his M.D. 

Dr. VanDeursen served his internship at the Brooklyn 
Homeopathic Hospital in 1897, and entered general prac- 
tice in Meriden, Connecticut, in October of that year. 
Soon after he located in Lowell, Massachusetts, and was 
elected to the staff of the Lowell General Hospital in 1899, 
first, on the medical service and later as surgeon. He re- 
tired a few years ago and was made an honorary consult- 
ing surgeon. He served the hospital as secretary of the 
staff for many years and later as president. 

Dr. VanDeursen was a director and visiting physician 
to the Faith Home for Children and visiting physician to 
the Old Ladies Home. He was made a fellow of the 
Massachusetts Medical Society in 1917. He was also a 
member of the Massachusetts Homeopathic Medical sd 
ciety, the Massachusetts Surgical and Gynecological So- 
ciety and the American Institute of Homeopathy. 

Dr. VanDeursen was a 32nd degree Mason and active 
in both the York and Scottish rites. 

In his passing on April 15, 1937, the Massachusetts 
Medical Society has lost a loyal member, a true gentleman © 
and a kind and sympathetic man. 

Howarp W. Jewett, 
James Y. Ropcer, 
Harovp L. Letanp, 
Resolution Committee, 
Middlesex North District Medical 
Society. 
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REPORTS OF MEETINGS 


BOSTON UNIVERSITY MEDICAL SOCIETY 


A mecting of the Boston University Medical Society 
was held in the Evans Memorial Auditorium on Monday 
evening, April 26, Dr. Reginald Fitz presiding. 

A case of duodenal ulcer in a 38-year-old white male 
was presented. The chief complaints were weakness 
long duration, and coffee-ground vomitus the day before 
entry. Three years previous to admission the diagno- 
sis of ulcer had been made at the Massachusetts General 
Hospital and confirmed by x-ray examination. The patient 
had been treated by diet and the administration of alkalies 
for nine months with apparent success. His hemorrhage 
was sudden and unexpected. Physical examination showed 
a marked pallor of the skin and mucous membranes and 
the signs of exsanguination. He responded well to trans- 
fusion, alkalies and a bland Sippy dict. But the hemo- 
globin and red blood-cell count continued to remain at a 
low level despite iron therapy. When the alkali was 
omitted the hemoglobin and red count rose rapidly to a 
normal level in a few days. 

Dr. Fitz called attention to the unreliability of hemo- 
globin and red-count readings after an episode of hemor- 
rhage. Because of blood concentration these figures may 
be apparently normal, but a blood smear will show hypo- 
chromia. The effect of alkaline solutions on the absorp- 
tion of iron has been thoroughly investigated by workers 
in the Thorndike Memorial Laboratory of the Boston City 
Hospital. As evidenced in this case, the presence of 
alkalies in the gastric contents may definitely inhibit the 
utilization of iron. 

Dr. Walter C. Alvarez of the Mayo Clinic at Rochester, 
Minnesota, was then introduced as the guest speaker of 
the evening; he discussed “Useful Hints in the Treatment 
of Gastrointestinal Disease.” The tendency in modern 
medical practice to make hasty diagnoses by means of 
laboratory reports and brief histories, he said, is alarming. 
methods, but the correct diagnosis may easily over- 
looked in patients suffering from nervous disorders. Need- 
less operations are performed to relieve symptoms which 
can be corrected only by psychiatric methods. 

Without any doubt a history carefully taken and inter- 
preted is the most valuable aid in the diagnosis of gastro- 
intestinal conditions. ep pain, one of - most 
prominent of symptoms, may merely a manifestation 
of disease in other parts of the body. Abdominal distress 
precipitated by exertion may be referable to the coronary 
arteries. A thorough history will often reveal whether 
the ingestion of food, evacuation of the bowel or gaseous 
eructations have any effect on the frequency or character 
of the attacks. If no connection between the occurrence 
of the pain and the different phases of digestion is evinced, 
it is highly probable that the symptom is not due to gastro- 
intestinal disease. 


The date of onset is extremely important, for it often 
gives a direct hint to the proper diagnosis. Lesions in the 
gastrointestinal tract usually develop slowly, and there- 
fore produce varied forms of mild distress before they 
reach a stage acute enough to demand medical attention. 
The sudden appearance of acute symptoms on an apparent- 
ly negative background immediately arouses the suspicion 
of a neurosis. Many patients can recall the exact date of 
appearance of their symptoms and will align them with 
some event in their social life. When such a history 
can be obtained, the disease is more likely to be mental 
than physical. 
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the idiosyncrasies of his patients. This knowledge can be 
obtained only by close association and exhaustive cross- 
examination. As an example, Dr. Alvarez cited the case 
of a middle-aged woman with obscure gall-bladder dif- 
ficulty. Operation was advised, but suspicion of her men- 
tal status was aroused before it could be accomplished. 
She was subjected to sigmoidoscopic examination as well 
as other laboratory procedures. During all these processes 
she complained of pain out of all proportion to the 
amount of manipulation involved. Obviously her symp- 
toms were of psychogenic origin and would not have been 
relieved by any operation. It is inadvisable to send a 
patient to the hospital for i iate operation; many 
mental peculiarities may be disclosed during a short obser- 
vation period. 

The advantages of an adequate history are definite aids 
in treatment and particularly in eliminating errors in lab- 
oratory data. The unconditional acceptance of laboratory 
reports has led to frequent mistaken diagnoses. The phy- 
sician who makes a provisional diagnosis on his history 
and physical findings alone is rarely misled by such mis- 
representations of facts. 

Although Dr. Alvarez believes that true chronic appen- 
dicitis is a possibility, he has never been able to definitely 
prove such an entity; it is more probable that recurrent 
attacks of acute inflammation of the organ occur. When 
a surgeon encounters a normal-appearing appendix at 
operation, an extensive exploration of the abdomen is i 
dicated for the purpose of ascertaining the condition of 
other abdominal organs which might conceivably be the 
source of the symptoms. 

The problem of recommending a diet to a patient is an 
individual one. Two principal methods may be em- 
ployed, depending on the sequence of the symptoms. If 
the patient has gastric distress at all times, it is first nec- 
essary to determine whether any diet will be effective. 
The efficacy of diet therapy can be determined in a very 
short time if the patient is starved for forty-eight hours; 
gastrointestinal symptoms not relieved by this method 
will rarely respond to any diet regime. In the event that 
complete starvation is inadvisable, almost identical results 
can be obtained by applying a diet consisting of lamb, 
rice, canned pears, butter and sugar, because few patients 
are sensitive to these foods. By progressively adding 
other food substances an allergic factor may be determined. 
The second dietary method may be used when the pa- 
tient has intermittent attacks of gastric distress at long in- 
tervals. By keeping a careful record of all unusual foods 
which he has consumed, the patient himself is often able 
to determine the upsetting ingredient. 

Dr. Alvarez has been frequently questioned concerning 
the diagnosis and treatment of mucous colitis. He has 
found that a certain number of these cases can be ex- 
plained on an allergic basis, but a great many of them 
have no definite etiology. The treatment of the latter 
group is simplified by informing the sufferers that their 
bowel is sensitive and that any improvement will be 
gradual. Such information will prevent any expectation 
of an immediate cure, a complication which so often ag- 
gravates the symptoms in patients suffering from neurosis. 


CAPE COD HEALTH BUREAU ASSOCIATION 

The Cape Cod Health Bureau Association held its regu- 
lar spring meeting in Hyannis on Friday, May 28. The 
business meeting included the reading of 
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election in which the present officers were re-elected for 
the coming year. The paper of the afternoon, on “The 
Trailer,” prepared by W. F. Little of the Division of 
. The diagnostician must become fully acquainted with Sanitary Engineering, Massachusetts Department of Public 
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Health, was presented in his absence by William H. Dog- 
gett of the same division. 

The speaker noted that the extraordinary growth of 
trailer use and its travels into every part of our country 
bring to our communities a large number of questions in 
health administration and economics. Some of these prob- 
lems are zoning, camp location and management, health, 
sanitation, food supply and education of children. These 
questions have vastly different aspects when considered in 
the light of local conditions. are regular town 
camps for trailers and private parking lots; again, there is 
the itinerant trailer, which puts up for the night or longer 
by the side of the road or in the woods of private estates, 
often without the knowledge or consent of the owner. In 
Massachusetts safe water supplies are available everywhere, 
but the trailerite must keep them in good condition. The 
frequent careless disposal of excreta and garbage along the 
' highways is an evident menace, and may lead to pollu- 
tion. So far as regular camps are concerned, they usually 
have proper disposal facilities, but there are many details 
to be cared for. 

The inspection of trailers and their occupants at state 
lines.or the boundaries of towns eliminates certain of the 
risks, but there remain many that require special attention. 
A difficulty here lies in the fact that there is no universal 
standard for regulations, and local ones may be imper- 
fect. The regulations of the various states, which differ 
widely, should be unified, as a preliminary to correcting 
fundamental evils. 

One matter requiring special care is the handling and 
disposal of garbage. It should be kept in closed contain- 
ers, which should be emptied into approved receptacles, 
and then thoroughly cleansed. Otherwise, the trailers may 
become nuisances and attract flies, with resultant infec- 
tion of food. Incineration, when i must be 


thorough. . 

The speaker referred to the trailer regulations in Den- 
nis, one of the towns represented at the meeting. These 
were fully discussed later; their importance was empha- 
sized, and the need of similar regulation in other com- 
munities of Cape Cod was urged, since a large part of the 
trailer company belongs to the vacation group, and the 
Cape has a nationwide reputation as a vacation resort. 
Some details of the Dennis regulations were given by 
Chairman Howes, who is a member of the local board of 
health. As many as one hundred tents, he said, were set 
up there in a single night. The town appointed a plan- 
ning board and beach committee, which made a special 
study of the situation, having in mind the rules established 
in the neighboring town of Barnstable. The committee 
drafted regulations, which were thereupon adopted by the 
townsmen at a special meeting. The problem of enforce- 
ment now remains. 

The discussion as a whole stressed the fact that the 
trailer is one of the major health problems of the day. 
Towns must be prepared to meet this problem, and it is 
of the utmost importance that they give close attention to 
local conditions and base their action on the results of their 
study. The general handling of the situation will devolve 
upon the local boards of health. 


SOUTHEASTERN MASSACHUSETTS 
ASSOCIATED BOARDS OF HEALTH 


The annual meeting of the Southeastern Massachusetts 
Associated Boards of Health was held at Fairhaven, on 
Friday, July 30. The following board of officers was 
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secretary-treasurer, George F. Crocker, Jr., Marstons Mills; 
executive committee, Dr. R. P. MacKnight, New Bed- 
ford, F. W. Delano, Fairhaven, and Dr. W. O. Hewitt, 
Attleboro. 

Business of the session included election to honorary 
membership of Dr. T. L. Swift, of Falmouth, past presi- 
dent, and W. G. Kirschbaum, health officer of New Bed- 
ford, who is retiring to private life after many years of 
health service. 


HARVARD MEDICAL SOCIETY 


A meeting of the Harvard Medical Society was held 
at the Peter Bent Brigham Hospital on April 6, with Dr. 
Sidney Farber presiding. The medical case was presented 
by Dr. Swank. 

The patient, a 51-year-old Russian-born male, entered 
the Peter Bent Brigham Hospital 10 days previously com- 
plaining of shortness of breath and cyanosis of two weeks’ 
duration. He had suffered from a chronic productive 
cough of steadily increasing severity for fifteen years, and 
had experienced several attacks of pneumonia during that 
time. Exertion had caused dyspnea during the past five 
years, and more recently cyanosis had appeared. For the 
past two weeks he had been short of breath even while 
resting, and had experienced difficulty in sleeping. Physical 
examination showed a slightly dyspneic, cyanotic adult 
male with marked emphysematous deformity of the chest. 
A few rales were heard in the lungs. The liver edge was 
palpated four fingers below the right costal margin in the 
midclavicular line. The heart was slightly enlarged. 

Laboratory studies were very interesting. The urine 
contained a very slight trace of albumin, and 30 to 40 red 
blood cells per high-power field. The hemoglobin was 105 
per cent (Sahli), and the red count 6,300,000. The white 
count and di tial were normal. The vital capacity 
varied between 1300 and 1600 cc. The arterial blood pres- 
sure was 120 mm. of mercury systolic, and 75 diastolic. 
The venous pressure in the arm veins was elevated to 135 
mm. of water, and the circulation time was 32 seconds. 
Careful determinations of the oxygen and carbon-dioxide 
relations of the blood were made,* and were summarized 
as follows: The oxygen capacity of the blood was 23.1 
vol. per cent. The oxygen content of venous blood was 
5.4 vol. per cent (23.6 per cent saturated), and of the 
arterial blood 9.1 vol. per cent (39.4 per cent saturated). 
After the patient had breathed an atmosphere containing 
60 per cent oxygen, the arterial blood became 95 per cent 
saturated. The pH of the plasma was 7.35 for arterial 
blood and 7.33 for venous blood (normal 7.40). The 
plasma bicarbonate was 83 vol. per cent (normal 60 vol. 


per cent). The differences between gases in the alveolar 
air and the blood were markedly abnormal (samples taken 
simultaneously) : 
Patient Normal 

CO, CO, O2 
Alveolar 
air 8.86% 9.2% 56% W% 
Alveolar 
tension 63 mm. 65mm. 40 mm. 102 mm. 
Arterial 
blood 69mm. 25mm. 40 mm. 80-100 mm. 


In discussing the case, Dr..C. Sidney Burwell stated that 
an oxygen saturation of 40 per cent in the arterial blood 
could be tolerated only if it developed very slowly. Such 
an oxygen saturation is similar to that encountered in in- 


*Dr. Baird Hastings very kindly checked these data and analyses in his 
laboratory. 


elected to serve during the coming year: president, Joseph ee 

R. Christie, Dartmouth; vice-presidents, Harold T. Cleve- 

land, Dartmouth, and L. C. Littlejohn, Middleboro;  [RRRRRIIIIIIIInnnnnn 
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dividuals living at high altitudes, and the degree of 
oxygen unsaturation in this patient's arterial blood prob- 
ably corresponds to that observed in individuals at a 
height somewhere around 30,000 feet. The carbon-dioxide 
content of the blood in this patient was quite different 
from that observed at high altitudes because the occur- 
rence of overbreathing at high altitudes tends to cause a 
lowering of the carbon-dioxide content of the blood with a 
resulting excretion of plasma bicarbonate. In this case, the 
carbonate was markedly elevated. 

The of Gio few end 

carbon-dioxide content was attributed chiefly to two 


1. A primary difficulty in the diffusion of gases through 
the walls of the alveoli. Normally this diffusion is 
accomplished with very little head pressure, and the 
pressure of gases in the alveoli and blood are prac- 
tically equal. In this patient, however, the carbon- 
dioxide tension was 6 mm. higher in the blood than 
in the alveolar air, and there was a difference in the 
oxygen tension in blood and alveoli amounting to 
40 mm. 

2. A relatively insensitive respiratory center with re- 
sultant failure to ventilate the alveoli properly. 


When the patient was allowed to breathe an atmosphere 
containing 60 per cent oxygen, the cyanosis was replaced 
by normal pink color, and the oxygen saturation of the 
arterial blood rose to normal. It was not deemed advisable 


tization was 
his history indicated a permanent disorder of oxygen dif- 
fusion in his lungs. 

The red count of 6,300,000 was not so high as one 
would expect under the tremendous stimulus of such a 
severe anoxemia. Indeed such a red count was consid- 
ered as representing a relative anemia. In spite of the 

in 


A 62-year-old Chinese male was presented from 
surgical service. He had vomited almost everything that 
he had ingested during the nine days before entry, and on 
admission was markedly dehydrated and showed 


stomach. The postoperative course was uneventful. 

“The Invisible Form of the Syphilitic Virus” was the 
subject of a paper presented by Dr. Albert Bessemans, for- 
mer rector of the University of Ghent, Belgium. Treponema 
pallidum shows variation in morphology when subjected 
to different environmental conditions, tending to be short- 
er and thicker in cultures and under adverse conditions, 
and longer and thinner in vivo and in favorable environ- 
ments. The form of motion is believed to vary with func- 
tional state, graceful undulating movements indicating 
that the treponemas are ready to divide by fission, and 
brisk, angular motion suggesting a struggle against death. 
It is difficult to determine whether they retain their viru- 
lence after becoming immobile, although Dr. Bessemans 
believes that a direct correlation exists between mobility 
and virulence. 

Studies of syphilitic tissues stained with various silver 
salts have shown marked variations in size and shape of 
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treponemas, and have led various workers to postulate a 
life cycle for the organism in the various stages of which 
there is a change in morphology. Levaditi has suggested 
that during one phase of this cycle the organism is in an 
ultramicroscopic or invisible form, basing his claims large- 
ly on his inability to demonstrate spirochetes in infectious 
material. Dr. Bessemans believes that the variations of 
morphology described are merely degenerating forms and 
artefacts, and does not accept the concept of morphologic 
variation and life cycle. Careful examination of fresh tis- 
sue used to infect animals enabled Dr. Bessemans to dem- 
onstrate treponemas in all instances. He used a special 
technic, and was able to make counts of the minimum 
number of spirochetes necessary to cause infection. This 
method is known as the * dark-field meth- 
od”; it consists of mixing carefully ground infectious ma- 
terial with a measured amount of saline solution, and 
counting the number of spirochetes present in a given area 
of counting chamber with the aid of dark-field illumina- 
tion. These investigations have explained the infectious- 
ness of material in which treponemas could not be demon- 
strated with silver stains, and have made unnecessary the 
postulation of an invisible form of the virus. The cause of 
syphilis is Treponema pallidum, which exists only in the 
helicoidal, spirochetal form, and which may show certain 
slight morphologic changes, but not those indicating such 
a life cycle as suggested by some workers. 

Examination of infected animals has shown a decrease 
in the number of organisms immediately after infection, 
probably owing to a relative increase in the resistance of 
the host. Following this decrease there is a steady increase 
in the number of treponemas in the infected region, dis- 
pelling the concept of the “explosive” appearance of 

i lesions. 


In answer to a question Dr. Bessemans stated that ap- 
proximately a thousand treponemas were required to pro- 
duce an infection in an animal when a suspension of tes- 
ticular material was used as the infecting tissue, but that 
when an emulsion of lymph node was utilized, ten 
treponemas seemed sufficient to cause the development of 
a chancre. No satisfactory explanation for this variation 
in minimal infecting dose has been offered. 


NEW ENGLAND ROENTGEN RAY SOCIETY 


A meeting of the New England Roentgen Ray Society 
was held at the Boston Medical Library on April 16, with 
Dr. Andrew E. O'Connell presiding. The program was 
presented by members of the staff of the Huntington Me- 
morial Hospital. 

Dr. Joseph C. Aub presented a paper on “Radium Poi- 


porarily alleviating their symptoms. A large portion of 
this radioactive material was excreted immediately in the 
urine and feces, but approximately 5 per cent remained in 
the body and was deposited in the bone trabeculae. These 
persons may be expected to experience symptoms of ra- 
dium poisoning within the next few years, since a period 
of about 10 years elapses between the injection of the sub- 
stance and the development of lesions. 

There are three lesions that give rise to symptoms. In 
the first place, deposition of the radioactive substance in 
the bone trabeculae may cause death of the osteoblasts 
and lead to areas of cyst formation and necrosis. Large 
amounts are deposited in the mandible and cause loosening 
of the teeth, large areas of necrosis, sinus formation and 
fracture. Such lesions are more frequently discovered by 
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factors: 
ee admimister a high Oxygen mixture for a long ume, 
since this measure would tend to make the patient lose 
an acclimatization which permitted him to be reasonably 
| comfortable, even at a low oxygen tension. This acclima- 
combination, there was no suggestion of clubbing of the 
| fingers. 
pedal spasm. After treatment with parenteral fluids and 
transfusion, operation was performed, and a small-cell 
carcinoma was resected from the pyloric region of the 
soning.” For several years prior to 1929 many patients 
suffering from arthritis were treated with intravenous in- 
jections of radium salts, which were effective in tem- 
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dentists. Secondly, owing to the continuous irritation 
caused by the radiations, osteogenic sarcoma may be pro- 
duced. Thirdly, the radiations may destroy the hemato- 
poietic cells of the marrow, causing the development of 
extreme anemia. 

The treatment of radium poisoning is quite different 
from the treatment of lead poisoning, because of the much 
longer period of time between the deposition of the poison 
and the onset of symptoms. Although radium is first de- 
posited in the trabeculae, it is possible that it eventually 
comes to lie in the cortical bone as well. By placing the 
patient on a low calcium diet and administering large 
quantities of ammonium chloride, thyroid extract and 
parathormone the rate of excretion of radium can be in- 
creased to six times the normal rate. The amount of ra- 
dium so removed is only a fraction of the total amount 
present in the body. It would be impossible to remove all 
the radioactive substance unless all the calcium in the bones 
were removed too. Dr. Aub presented roentgenographs of 
a case of radium poisoning treated as described, showing 
healing of an area of necrosis of the mandible, which had 

for an 8 months’ period. 

A second case of radium poisoning was described. The 
patient was a 30-year-old woman who had been employed 
as a dial painter for 14 years. Between the ages of 16 and 
22 years she had worked with radium salts, but none 
were used after 1929. X-ray examination showed scat- 
tered areas of cystic degeneration in all bones, and in- 
creased bone formation in some areas. There were de- 
posits of radium in the epiphyses, which were not proper- 
ly united. Examination of several extracted teeth revealed 
radioactive material in the roots and in the dentine, indi- 
cating an exchange of salts in these areas. In spite of treat- 
ment with parathormone, there was no elevation in the 
blood calcium or phosphatase, suggésting that the bones 
were “dead” in respect to stimulation. It was still possible, 
however, to increase the radium excretion by the previous- 
ly described method. 

In answer to a question concerning thorium poisoning, 
Dr. Aub stated that thorium was stored in the reticulo- 
endothelial cells of the spleen and liver rather than in the 
bone trabeculae. 

The second paper of the evening was presented by Dr. 
William T. Salter, and was on “The Effect of Roentgen 
Radiation upon Cancer-Susceptible and Cancer-Immune 
Animals.” Genetically pure strains of mice, which are 
normally very susceptible to transplanted sarcoma, can be 
immunized against these tumors in the following fashion. 
The transplant of tumor is made into the tail of the ani- 
mal and is allowed to grow for 2 or 3 weeks. The tail is 
then amputated proximal to the tumor, After such treat- 
ment it is impossible to obtain takes of transplanted tu- 
mors, even though repeated inoculations are made. Such 
experimental work suggests that the fate of a patient with 
a malignant tumor depends on the resistant forces (im- 
munity) of the individual as well as on the tumor cells. 

Animals so immunized were found to react abnormally 
to radiation. When normal animals were subjected to a 
heavy dose of radiation, there was tissue breakdown, a 
rise in blood nonprotein nitrogen and an increase in nitro- 
gen excretion, although the blood urea nitrogen showed 
little fluctuation. Mice which had been previously im- 
munized against sarcoma failed to show a marked eleva- 
tion in blood nonprotein nitrogen and nitrogen excretion 
following radiation, and there was a decrease in blood urea 
nitrogen. In animals with only partial immunity, the 
blood urea nitrogen showed a tendency to become elevated 
after radiation, the percentage increase varying directly 
with the size of the tumor. 
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It was also found that, if normal animals were fed a high- 
carbohydrate diet, the postradiation rise in blood non- 
protein nitrogen and in nitrogen excretion was decreased 
in degree, owing to some protein-sparing action of the 
carbohydrate. 

Dr. John Trump spoke on “An Electrostatic Generator 
for the Production of One Million Volt Roentgen Rays.” 
He traced the historical development of electrostatic gen- 
erators from the amber rods of the ancients, which were 
capable of producing 20,000 volts, to the 5,000,000-volt 
generator of the Massachusetts Institute of Technology. 
The million-volt generator recently installed at the Hunt- 
ington Memorial Hospital is of the same type as the 
5,000,000-volt machine, and the principles upon which they 
function were described. The high voltage terminal is 
supported on insulating rods, and rubber fabric belts mov- 
ing at a rate of 4,000 feet per minute transfer a spray of 
negative electricity from a set of corona points at the base 
to the terminal. Positive charges are carried down the 
other side of the belt to the ground. The potential of the 
terminal rises in much the same fashion as the water in- 
creases in a reservoir as it is pumped in; this continues 
until a point is reached at which the outflow is equal to 
the inflow, or until the discharge through the x-ray tube is 
equal to the inflow. The generator is operated at 1,000,- 
000 volts and 3 milliamperes, and the operating expense is 
less than 50 cents per hour. 

The electrons travel through a 16-foot x-ray tube at a 
speed 97 per cent that of light, and impact upon a water- 
cooled target of lead. They are kept in a straight, thin 
band by means of a series of geometric lenses and focusing 
cylinders. The focal spot can be varied from seven 
eighths of an inch to a pin-point diameter by magnetic 
focusing. The tube is evacuated by a mercury vapor 
pump, and the process requires half an hour. The effi- 
ciency in forming x-rays varies directly with the atomic 
number of the substance used in the target. Lead, with 
an atomic number of 82, is the best target that can be 
used. The target and treatment room are under ground and 
are shielded from the hospital with half an inch of lead. 

The wave-length spectrum of x-rays produced by the 
million-volt generator is not comparable to that of radium, 
in which a greater percentage of the radiations are of 
much shorter wave-lengths, and are therefore more pene- 
trating. A greater depth dose of radiation can be given 
with x-ray, however, because a much greater treatment 
distance can be employed. 

“Comparative Measurements Between 1,000,000 and 
200,000 Volt Roentgen Rays” was the subject discussed by 
Drs. Richard Dresser and Jack Spencer. The output of 
the 200 kilovolt x-ray generator was found to be 104 r. 
per minute as compared with the 408 r. of the million- 
volt machine. The back-scattering with the 200 kilovolt 
x-rays amounted to 38 per cent of the total, while that of 
the million-volt type was only 10 per cent. The 10 cm. 
depth dose of the 200 kilovolt rays was 32 per cent, that of 
the million-volt type 51 per cent, a gain of 19 per cent. 
Skin erythema with the million-volt x-rays was obtained 
with 1,400 r., while only 700 r. of the 200 kilovolt pro- 
duced skin erythema. For a skin erythema only 378 r. 
could be delivered to a tumor 10 cm. deep using the 200 
kilovolt x-rays, while 786 r. could be delivered to the 
same depth by the million-volt x-rays without the produc- 
tion of any more damage to the skin. Thus there was a 
gain of 408 r. or a twofold gain in the amount of radia- 
tion delivered to deep tissues for a given skin erythema. 
This necessitates a consideration of the possible results the 
radiation may produce upon the structures of the deeper 
organs, such as the bladder and rectum. 


i 
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MASSACHUSETTS GENERAL HOSPITAL 
MEETING 


Dr. Walter Schiller, pathologist for the 
and obstetrical departments of the University Hospi- 
tal, Vienna, was guest speaker 
eral Hospital on Tuesday, April 27. His subject was “The 
Early Diagnosis of Cancer of the Cervix.” 

Dr. Schiller stressed the importance of the part played 
by cancer of the cervix in modern medicine. Carcinoma of 
the stomach and breast are the only malignant tumors in 
the body which have a higher incidence. Both American 
and European data concerning the prognosis in cancer of 
the cervix show that of every one hundred cases that are 
diagnosed cancer on admission to a hospital, fifty are al- 
ready incurable. Only twenty-five of the fifty treatable 
cases can be assured a five-year cure, whether 
radiation or combined therapy. These 


analysts have adopted the five-year period as a standard. 
The intelligence and co-operation of the individual pa- 
tient influence the prognosis to some 


lly because 
omy disease is already well advanced. 

By careful analysis, Dr. Schiller concluded that the rela- 
marily to ny difficulties affecting early diagnosis. There- 
fore, he attempted to devise methods by which the disease 
might be recognized in its earliest stages. 

In order to diagnose early carcinoma of the cervix, 
there must be an accurate workable definition of the dis- 
ease. It cannot be defined merely as a small tumor, be- 
cause such a term would not include metastases when the 
primary lesion is quite small. The growth characteristics 
of the tumor, however, eliminate these difficulties. Cancer 
in this location grows very slowly until it measures about 
6 mm. in diameter. After reaching this approximate size 
its growth is markedly accelerated. Cancer discovered in 
the preliminary period of slow growth, when it cannot be 

seen by ordinary clinical methods, may be defined as early 
carcinoma. Basing his investigation on these conclusions, 
Dr. Schiller has examined all available cervices whether 
or not there was any clinical evidence of disease in that re- 
gion. His expectations were confirmed when he discov- 
ered many small lesions which conformed to the definition 
in size and rate of growth and which were diagnosed 
microscopically as early cancer. 

The earliest form of cervical malignancy does not simu- 
late exactly the microscopic picture seen in well-advanced 
cases. Invasion and laceration are absent, but the changes 
in epithelial cytology are definitely cancerous. On the ba- 
sis of the character of the epithelium, three types of early 
cancer of the cervix are possible. 

The first type is that in which an area of tumor showing 
ulceration and some invasion is surrounded by a zone 
showing neither. However, in the peripheral zone the 
epithelium is composed of atypical cells, showing varia- 
tions in size and shape of nuclei, irregularity and en- 
largement of nucleoli, and mitotic figures. All these fea- 
tures are definite evidence of malignancy. The diagnosis 
of cancer is usually made by examination of a biopsy 
specimen removed from the suspicious erosion. It is sig- 
nificant that the adjacent area, although showing no in- 
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vasion, is definitely malignant, as evidenced by the epi- 
thelial transformation. 


In contrast to the first grade of tumor, the second type 
shows no ulceration in either zone, but the primary site 
reveals invasion of the underlying tissues by malignant 
epithelial cells. As in the first type, however, the area 
peripheral to the invasive lesion shows cancerous epi- 
thelial changes without invasion. 

In the third type the two zones are confluent, showing 
neither invasion nor ulceration, but there is the previously 
described malignant metaplasia of epithelial cells. 

Obviously the second and third types cannot be dis- 
closed by ordinary clinical procedures. Dr. Schiller disap- 
proves of describing these bordering zones as “precancer- 
ous” because some interpret the term to mean a lesion that 
is only potentially malignant, whereas others believe that it 
must always eventually become typical cancer. He pre- 
fers to call it “preinvasive cancer.” Another histologic 
feature of this tumor is the sharp oblique line of demarca- 
tion which separates it from normal epithelial and inflam- 
matory areas. 

In 30 per cent of all cases of cancer of the cervix the 
diagnosis can be made by the usual clinical procedures. In 
these instances the tumor tissue is slightly elevated above 
the normal epithelial surface, an elevation amounting in 
the average case to about 0.05 mm. By varying the angle 
at which the examining light strikes the surface, the exam- 
iner can often discern the shadows cast by the raised edges. 
The tumor area is dull and finely granular, resembling the 
texture of linen, and is white and opaque as opposed to 
the smooth translucent luster of normal epithelium. It 


The remaining 70 per cent of cases which cannot be 
diagnosed by direct observation must be investigated by 
more specific methods. It was to deal with this problem 
that Dr. WF. Schiller devised the well-known test which bears 
his name. The surface layer of normal cervical epithelium 
contains large clear cells filled with a certain type of 
glycogen similar but not identical to liver glycogen; it 
differs from the latter in being insoluble in water. In can- 
cer the tumor cells lose their ability to produce and store 
glycogen. Dr. Schiller has used this alteration in cell func- 


cogen but will leave cancer tissue unstained. Best's 
carmine is successful in the staining of microscopic slides, 
but its ammonia content is irritating to _ living ussues. 
Weak iodine solutions are innocuous, 


cipitate protein and produce an acute necrobiosis; conse- 
quently, necrotic tumor tissue absorbs the stain, as well as 
normal epithelium, making the test valueless. The best 
results are obtained with a solution consisting of 1 part 


tionable because they obscure delicate structural detail. In 
addition, they are more readily absorbed, a dangerous fac- 
tor in patients sensitive to iodine. The cervix should be 
thoroughly cleansed with dry gauze before the applica- 
tion of from 20 to 25 cc. of the solution, and the excess 
should be removed after one or two minutes of staining. 
The interpretation of the Schiller test is confusing unless 
the possibilities are clearly understood. If an originally 
white cervix becomes homogeneously brown when the 
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y in the pz cen years, 
provement in diagnostic and therapeutic methods. French 
writers have reported a larger percentage of cures, but the 
variation is explained by the fact that they have based their 
statistics on two- cures, while American and Austrian 
habited by peasants invariably report less favorable results, 
must be emphasized that such areas of leukoplakia may 
not necessarily be cancerous. There are many other con- 
ditions producing a similar picture. 
: tion to diagnose cancer of the cervix. Glycogen stains will 
discolor normal epithelium because of the presence of gly- 
. Alcoholic solutions are contraindicated because they pre- 
pure iodine, 2 parts potassium iodide and 300 parts dis- 
tilled water. Concentrated solutions of iodine are objec- 
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stain is applied, it can be assumed that the cervix is nor- 
mal. If an area is left white and unstained, three possi- 
bilities are left open. In the first place, the region may 
be a cancer, in which case it is usually sharply outlined 
with no transitional color zones and its edges coincide 
with the outer margin of the external os. Secondly, a sim- 
ilar picture can be elicited in syphilitic hyperkeratosis and 
in keratotic conditions of the cervix resulting from ex- 
posure to external irritation, such as in prolapse of the 
uterus and procidentia. The white patches in these con- 
ditions differ from carcinomatous lesions in that they are 
nearly always multiple and confluent, and their margins 
show a halo of color transition. In addition, the leuko- 
plakia in these lesions varies from day to day in distribution 
and color intensity. Cancer remains stationary and does 
not show changing variety of colors. Finally, the idiopathic 
leukokeratosis occurring in young girls between 20 and 
25 years of age may produce a Schiller test similar to 
carcinoma. The etiology of the condition is not clear, but 

is probably associated with a constitutional factor. Dr. 
Schiller and other investigators have carefully followed 
such cases for a period of years but have found no progres- 
sion to carcinoma. The Schiller test can be misconstrued 
when the epithelium of the cervix has been destroyed by 
trauma or inflammatory discharge. Excoriated areas will 
stain considerably paler than normal cervical tissue, sug- 
gesting cancer, but such suspicious regions will take the 
normal stain if the epithelium is allowed to regenerate for 
a few weeks. 

The treatment in the early type of cervical cancer is 
open to argument. Radical operation seems unnecessary, 
but amputation of the cervix is insufficient because micro- 
scopic examination often reveals upward extension of the 
tumor. The treatment of choice seems to be excision 
followed by radium or x-ray therapy. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


The Suffolk District Medical Society met on April 28, 
in the Boston Medical Library, with Dr. Conrad Wessel- 
hoeft presiding. The paper of the evening was read by 
Dr. Howard M. Clute, professor of surgery at Boston Uni- 


in the form of case histories, abstracts of which follow: 
Case 1. A 


pectoris confirmed she had 
creased pain localized ‘a the right upper quadrant, and had experienced 
one typical seizure all-bladder colic which a 
nitrites as were most of her other pains. She had pain after 
eructations and ee oe but never vomit A repeat electro- 
iogram was the same he one 5 years before, and gall-bladder roent- 
genograms suggested and Cholecystectomy was 
performed and many small stones common duct appeared 
normal and was not explored. Pain was welieved at first, but then recurred, 
with two new Seseunen—chilip and fever, and vomiting; there was never any 
jaundice. Attacks became worse and were not relieved by nitrites, oo 
ine; pain went from the right upper yr to the back, 
and was not felt in the precordium or the left arm. second operation 
the common -_ was found to be thick-walled and “Gilaved. and from it 
was removed a the size of an olive pit. It appears that relief by 
— does not r= Ay, a pain is — in origin, since such drugs 
hought to lower the pressure in the c duct and may be 
of clinical value in the relief of colic. It is i teubeninn to note that this 
patient's angina disappeared after the removal of her infected gall bladder. 
Case 2. A 40-year-old married woman entered with the complaints of 
dyspnea, weakness and —- for 2 months; she had been an invalid 
for a year and a Spall, had lost 60 sounds in spite of a large appetite. 
Physical examination neues an emaciated female with slight exophthalmos; 
the thyroid was enlarged with thrill and bruit. heart was enlar 
and fibrillating, and there were signs of congestive failure in the form 
of edema, ascites and rales at the lung bases. A diagnosis of hyperthyroid- 
ism and congestive heart failure was made. After a two-stage thyroidec- 
tomy her symptoms were entirely relieved; she regained the lost weight, 
and was able to do all her own work. "A previously Pde ram g 
often forced into fibrillation or failure under the added strain of a develop- 
hyperthyroidism which may be masked or hidden. For this reason 
it is desirable to determine the b eal metabolic rate and to do J sony studies 
in cases with fibrillation or repeated failure. Thyrocardiac disease must be 
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-metaboli 
by thyroidectom 


differentiated from hypertension in patients who also have a nontoxic goiter, 
since these lotter may have tachycardia, fibrillation, and even a high basal 
ic rate ss the absence of hyperthyroidism, and are not benefited 
diagnosis in this case was made on the 

constant | fibrillation, not to digitalis, but improving 


) great weight loss in the presence 
appetite; goiter on thrill and bruit; tremor and 
sweating; (5) a basal metabolic rate of +40 and up. 

Case 3. A 70-year-old retired laborer had had 
pain for 1 week and had passed neither gas nor stool by rec 
although enemas had been given. Past history gave an  qenntuuae 18 
years before, a herniorrhaphy 17 years before and nothing else of conse- 
quence. On admission, the patient was very feeble ted, cyanotic 
and distended, with only a few peristaltic sounds audible. Treatment was 


plates showed dilated AY ~ of small 

bowel with fluid levels, or no distention of the colon. 
the small bowel was — relieved by the Wangensteen A. apparatus. 
The blond hlorides were 210 mg. a 
2 days’ treatment * chlorides had risen a low normal 
pon At this time the saline was omitted from the ineneensee fluid, 
and glucose in distilled water was given. On the fifth day gas was 
Nd rectum, and oral feedings were begun. The first stools contained 
. the Jater ones had none. After recovery had 
was studied cemall was dice barium enemas and a gastrointesti 
Nothing abnormal was discovered, and the discharge diagnosis 

small obstruction 


g By woman had always been healthy 
8 months before entry, when she had had an attack of 


iod, ich she vomited twice. Following this she rema 
until shortly before a, when she began to suffer colicky abdominal 
became distended, and developed a moderate fever. On admission the 
temperature was io2° F., pulse 108 and respirations 20. There was slight 
suprapubic tenderness, and by rectal examination tenderness and a 
could be made out. X-rays with barium showed a a diay in gesiing te 
of obstructive appendicitis in the true pelvis was made, 


Halil 


b a inal pain in a healthy 
individual should always suggest appendiceal colic; a fecolith in the appen- 
dix causes pressure and edema, and leads eventually to gangrene, — 
a ._ ore to ages ny which is very dangerous because there is 


protec Such an with oie 
in one of the chief of morality in thi disease hough 
Signs are 


operate on history alone, unless colic or extrauterine pregnancy must 
be considered. done 


Rectal examination must be » and should be repeated 
later when negative. In this case regional ileitis was considered as a pos- 
SS oa it was favored by the cramps i 


obstruction and by the pas rae but opposed by the history of isolated 
attacks, where continual trouble for months might have been expected. 

In opening the discussion Dr. Burton Hamilton stressed 
the importance of recognizing thyrotoxicosis as a pre- 
cipitating factor in heart disease, because under proper 
treatment it offers the most hopeful outlook in cardiology. 
The diagnosis must be made clinically, as precise laboratory 
tests are not available; the therapeutic test with iodine is 
one of the most certain ways of doing it. Since two thirds 
of angina pectoris patients have removable burdens, it is 
profitable to look for sources of strain: on the heart in 
these cases. The two commonest causes are obesity and 
infections, especially of the teeth and gall bladder. How- 
ever, angina appears when provoked only in a susceptible 
individual, and therefore when it has been relieved by 
removal of a stress will always return again later on. It 
is rare for abdominal pain of coronary origin to be the 
reason for an operation, but a swollen tender liver in acute 
heart failure may be mistaken for a tender gall bladder. 

Dr. A. W. Allen said that he favored delay in operating 
on a gall bladder if there was any question of the pain be- 
ing coronary in nature. Exploration of the common duct 
is advisable in most gall-bladder cases, especially when 
there have been stones. In dilating the sphincter of Oddi 
no attempt should be made to go to the size of the duct, 
as a dilatation to 7 or 8 mm. is usually the maximum con- 
sistent with safety. Caution is necessary in the use of 
Wangensteen drainage in intestinal obstruction, because 
when conservative treatment has caused too long a delay, 
operation is tolerated badly. If the patient gains dur- 
ing a three-day trial, continued conservative measures are 
in order; if he loses ground, operative intervention is 
needed. The stethoscope is indispensable in the diagnosis 
of obstruction; x-rays may also help, but without skilled 
interpretation are apt to be misleading. 
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venoclysis, and portable x-rays of the abdomen were taken with the tient 
under spinal anesthesia was performed, with removal of the appendix and 
is therefore delayed too loug. The story is so typical that one should 
Massachusetts Memorial Hospitals, on the subject “Some 
Problems in Surgical Diagnosis.” These were presented 
abdominal and for 5 years and had had a diagnosis of angina 
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Dr. Clute, in closing the discussion, remarked that stones 
may be found in the common duct after cholecystectomy 
which were not there before it, as they may be pushed 
down into it during the manipulations. With exploration 
of the common duct the safe procedure that it is today, 
he considers it wise to weigh the indications for not open- 
ing the common duct rather than those for so doing. 


NOTICES 


REMOVAL 


Frank E. Barton, M.D., announces the removal of his 
office to 29 Bay State Road, Boston. 


SIXTEENTH ANNUAL SESSION 
AMERICAN CONGRESS OF PHYSICAL THERAPY 


Announcement is made of the 16th annual clinical 
and scientific session of the American Congress of Physical 
Therapy, September 20, 21, 22, 23 and 24, at the Nether- 
land Plaza Hotel, Cincinnati. The program includes 
many special features: sectional meetings in the specialties, 
symposia on short wave diathermy, hyperpyrexia, electro- 
surgery, and so forth. Fever therapy and the treatment 
of vascular diseases occupy an important place and will 
be discussed by prominent workers in the field. The ed- 
ucational aspects of physical therapy and the relation of 
physical therapy technicians to physicians and hospital 
departments will be thoroughly dealt with. Other fea- 
tures include technical and scientific exhibits and a full 
day of hospital clinics where technic will be adequately 
demonstrated. 


Physicians, their technical assistants, and nurses working . 


in institutional departments of physical therapy are urged 
to attend this important session. It undoubtedly will be 
one of the outstanding medical gatherings of the year. 
There will be no registration fee. 


ANNUAL MEETING OF THE ACADEMY 
OF PHYSICAL MEDICINE 


The fifteenth annual meeting of the Academy of 
Physical Medicine will be held at the Hotel Walton, 
Philadelphia, October 19, 20 and 21, 1937. 

The academy, which is international in scope, will 
present a scientific program based on reports of the most 
recent research and practice of the various specialties. In 
addition to the lectures, demonstration clinics wil! be held 
at the hospitals of the University of Pennsylvania, Jeffer- 
son Medical College and Temple University. 

A copy of the program may be had by addressing Wil- 
liam D. McFee, M.D., 41 Bay State Road, Boston. 


NEW LOAN EXHIBIT 
ON TUBERCULIN TESTING 


For any medical group in Massachusetts, the Massachu- 
setts Tuberculosis League offers to procure the tuberculin 
testing exhibit shown at, the Atlantic City meeting of the 
American Medical Association. Transportation is the only 
each, weigh with shipping case only 108 pou 

In other New England states this exhibit may likely be 
procured through the nearest state tuberculosis asso- 
ciation. 


Aug. 12, 1937 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District ror THE WEEK BEGINNING 
Monpay, Aucust 16 
Wepnespay, Aucust 18— 
tl2 al Clinicopathological conference. Children’s Hospital Amphi- 
t ter. 


Fripay, Avcust 20— 
12 m. Massachusetts General Hospital. Clinical meeting of the staff 
of the Children’s Medical Service. Ether Dome. 
Sarurpay, Aveust 21— 
*10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Marshall N. Fulton. 
*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 


Sertemser 13-17—Fifth International Congress of Radiology. Page 709, 
issue of April 22, ard page 233, issue of August 5. 


Serremeer 20-24—Sixteenth Annual Session of the American Congress 
of Physical Therapy. Notice above. 


Serrespen 21, 22 and 23—Clinical Congress of the Connecticut State 
Medical Society, New Haven. Psge 237, issue of August 5. 

Ocrosex 1 and 2—New England Surgical Society. Providence, R. 1. 

Ocroser 3-16—Medicomilitary Inactive Duty Training. Page 280. 
-— 5-8—American Public Health Association meeting. New York 


m1 %—American Board of Ophthalmology, Chicago. Page 722. issue 
Ocroser 19, 20. 21—Academy of Physical Medicine. Page 723, issue of 
April 22, and notice above. 
Ocroser 25-24—American College of Surgeons. Chicago, Mlinois. 
Novemper 1-12-1937 Graduate Fortnight of the New York Academy of 
Medicine. Page 1000, issue of June 3. 
Novemper 6—American Board of Obstetrics and Gynecology. Page 153, 
issue of July 22. 
yee 1938—The American College of Physicians. Page 41, issue 
vi. 
Jone 13 and 14. Board of Obstetrics and Gynecology. 
ge 


. issue of July 22. 


BOOKS RECEIVED FOR REVIEW 


Heart Failure. Arthur M. Fishberg. 788 pp. Phila- 
delphia: Lea & Febiger, 1937. $8.50. 

The Tercentenary of Harvard College. A Chronicle of 
the Tercentenary Year 1935-1936. 492 pp. Cambridge: 
Harvard University Press, 1937. $4.00. 

Fischerisms. Being a sheaf of sundry and divers utter- 
ances culled from the lectures of Martin H. Fisher, pro- 
fessor of physiology in the University of Cincinnati. 
Howard Fabing. Second and enlarged edition, 47 pp. 
Ray Marr. Springfield and Baltimore: Charles C Thomas. 
$1.50. 


Nutritive Aspects of Canned Foods. A bibliography of 
scientific reports, and helpful tables of food data. 110 pp. 
New York: American Can Company, 1937. 

Safely Through Childbirth. A Guide Book for the Ex- 
pectant Mother. A. J. Rongy. 192 pp. New York: Emer- 
son Books, Inc., 1937. $2.00. 

Childbirth: Yesterday and Today. The story of child- 
birth through the ages, to the present. A. J. Rongy. 192 
pp. New York: Emerson Books, Inc., 1937. $2.00. 

Dextrose Therapy in Everyday Practice. A survey of 
the literature, 1900-1936 on the experimental and clinical 
studies applicable to medicine and surgery. E. Martin. 
451 pp. New York and London: Paul B. Hoeber, Inc., 
1937. $3.00. 

Public Medical Services. _A survey of tax-supported 

ical care in the United States. Michael M. Davis. 
170 pp. Chicago: The University of Chicago Press, 1937. 
$1.50. 

Meditatio Medici. A Doctor's Philosophy of Life. 
W. Cecil Bosanquet. 162 pp. Aldershot: Gale & Polden, 
Limited, 1937. 7s. 6d. 
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The Quarterly Journal of Medicine. (New Series) Vol. 
VI, No. 22 (April) 1937. 230 pp. Oxford: The Clarendon 
Press, 1937. 10s. 6d. 

Health Education of the Public. A Practical Manual of 
Technic. W. W. Bauer, and Thomas G. Hull. 227 pp. 
Philadelphia and London: W. B. Saunders Company, 
1937. $2.50. 

Climcal Allergy. Louis Tuft. 711 pp. Philadelphia 
and London: W. B. Saunders Company, 1937. $8.00. 

The Seamen's Handbook for Shore Leave. Mrs. Henry 
Howard. 435 pp. Sixth edition. New York: American 
Merchant Marine Library Association, 1937. 50c. 

A Textbook of Surgical Nursing. Henry S. Brookes, 
Jr. 636 pp. St. Louis: The C. V. Mosby Company, 1937. 


Synopsis of Gynecology. Based on the textbook Diseases 
of Women. Harry Sturgeon Crossen and Robert James 
Crossen. 247 pp. Second edition. St. Louis: The C. V. 
Mosby Company, 1937. $3.00. 

Synopsis of Digestive Diseases. John L. Kantor. 302 
pp. St. Louis: The C. V. Mosby Company, 1937. $3.50. 

The Common Neuroses, Their Treatment by Psycho- 
. An introduction to 1 treatment for 

pp. Sec- 
= edition. Baltimore: William Wood & Company, 1937. 

An Investigation Into Questions of Social Hygiene in the 
Counties of Vasterbotten and Norrbotten, Sweden. 780 pp. 
partly revised, edition. Lund: Haken Ohlsson, 


_ oe Methods in the Diagnosis and Treatment of 
Venereal Diseases. For medical practitioners and stu- 
wan David Lees. 608 pp. Third edition edited and 

revised by Robert Lees. Baltimore: William Wood & 
. Company, 1937. $5.00. 


BOOK REVIEWS 


The Treatment of Diabetes Mellitus. Elliott P. Joslin, 
with the co-operation of Howard F. Root, Priscilla 
White, and Alexander Marble. Sixth edition, thor- 
oughly revised. 707 pp. Philadelphia: Lea & Febiger, 
1937. $7.00. 

This is the protamine insulin edition of Dr. Joslin’s clas- 
sic work on the treatment of di As in the previous 
edition, several of the chapters have been revised by his 
present associates. It is evident that a tremendous amount 
of work has been put into bringing all the tables up-to- 
date, adding approximately 2,000 patients to those of the 
previous edition. 

The chapter on physiology has been extensively revised, 
taking into account the researches of Houssay on 
pituitary and Long and Lukens on adrenal cortex, and the 
newer work of Best on fatty disturbances of the liver. 

An entire chapter has been added on protamine insulin, 
and the chapters on insulin treatment of both adults and 
children have been extensively revised. In various com- 
plicating conditions, the use of protamine insulin is touched 
upon, but it is evident that the authors are not yet ready to 
give any final opinion about the use of protamine in preg- 
nancy and severe infections and during surgical compli- 
cations. These matters will have to wait for further ob- 
servation of large numbers of cases, and the authors have 
wisely not committed themselves about these doubtful 
situations. 

The book as a whole has been very thoroughly revised 
in great detail, and gives in easily accessible form practi- 
cally all our present available information. 


BOOK REVIEWS 


Public Medical Services. A survey of tax-supported 
medical care in the United States. Michael M. Davis. 
The University of Chicago Press, 


The author presents in concise form the available in- 
formation with reference to medical care supported from 
tax funds. It is primarily descriptive in character with 
very little discussion as to whether some of the services 
should be discontinued or expanded. 

The historical background for medical care at public 
expense is indicated throughout the various sections. It is 
pointed out that medical care began in connection with 
general interest in poverty but has now been r 
as a primary ity in which a sec- 

_ poverty plays 

Medical care in hospitals, in dispensaries and in the 
home is fully described. The trend of modern develop- 
ment in each of these phases of medical care is indicated. 

The relation of care of the indigent in voluntary 
tals as well as in tax-supported hospitals is discussed, and 
the fact emphasized that some adequate provision should 
be made for compensation to the voluntary hospitals. 

One chapter is devoted to the quality of service. The 
weakest points are stated to be: “(1) political influence 
upon the selection of patients, the appointment of person- 
nel, and the methods of institutional administration; (2) 
in particular, the appointment of physicians poorly select- 
ed or poorly trained for the work to be done; (3) inade- 
quate or no professional supervision; and (4) insufficient 
appropriations.” The necessity for correction of these de- 
fects is emphasized. 

The book is the first authoritative statement of its kind 
and deserves careful reading by all who are interested in 
the problem of medical care. 


The Lung. William Snow Miller. 209 pp. Spri 
and Baltimore: Charles C Thomas, 1937. $7.50. 


In 1543 Vesalius summed up what little was known 
about the anatomy of the lung. One hundred years later 
Malpighi made the first real attempt to describe the anat- 
omy of the primary lobule. Following this time thirty or 
more anatomists have gradually added to the knowledge 
of lung structures; but it remained for William Snow 
Miller, who began his work in 1887 by means of recon- 
structions based on serial sections, to give the final and 
classical description of the primary lung lobule. His con- 
tributions on this and related subjects have been published 
in many different journals and have been accepted by all 


recent writers. 


To the great satisfaction of all men interested in pul- 
monary diseases the present book brings together these 
scattered publications, arranges them in logical order, and 
adds new information so as to give the completed picture 
of the present knowledge of the anatomy of the lung. The 
following historical note written by Dr. Lawrason Brown 
and published with a review of the book by Dr. LeRoy U. 
Gardner in the National Tuberculosis Association Bulletin 
gives the background for its publication: 


When I began the study of medicine in 1895 Dr. Lewellys F. 
Barker told us that the authority on the finer anatomy of the 
lung was Dr. William Snow Miller. As soon as 1 could afford 
it, after I began to study the diseases of the lungs, I bought a 
copy of Buck's Reference Handbook of Medical Sciences in or 
to procure a copy of the article by Dr. Miller. In 1917 when 
the Trudeau School for Tuberculosis opened, 1 urged the selection 
of Professor Miller as one of the first lecturers before the school. 
His talk on anatomy was most revealing to everyone who heard 
him. For the last forty-two years Professor Miller has been the out- 
standing authority upon the anatomy of the lung. His 


fame has extended throughout the world. When about five years 
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to sell some of his valuable books in order to make the trip to 
Washington. It needed only a ion to the American a 


Dr. Miller has divided the airway 
following divisions: the bronchi, the bronchioli, the respira- 
tory bronchioles which contain alveoli in their walls, and 
then the parts which go to make up the primary pulmo- 

lobule—the alveolar ducts, the atria, the air sacs, and 


esting chapter entitled “A Historical Sketch” in which the 
work of the anatomists from the time of Vesalius is clearly 


Dr. Miller does not contend that he has said the final 


to help others toward their solution.” | 

A few of the interesting points which he makes are 
the following: The lining of the terminal air passages is 
a continuous epithelium. “Alveolar pores” are artefacts 
and are not present so long as the epithelium is intact. 
The bronchial arteries form a rich capillary network 


nication with the pleural cavity by means of stomata.” 
The pulmonary lymphatics are supplied with valves which 
determine the direction of the lymph flow. The flow is 
toward the hilum except in the case of the lymph vessels 
in the septums directly beneath the pleura. 

This book is without doubt a classic, and although the 
price is high for a work of 209 pages, every person inter- 
ested in the lung and its diseases will feel more than re- 
paid for the financial outlay. 


The Patient and the Weather. William F. 
with the assistance of Margaret E. Milliken. 663 pp. 
‘Volume IV, Part I. Ann Arbor: Edwards Brothers, 
Inc., 1937. $10.00. 

In the present volume of this series Petersen continues 
to pile line upon line in his thesis that various human 
constitutional types react in a typical way to the meteoro- 
logical environment, and that changes in the latter indi- 


ph 

Disease,” but, in a considerable proportion of the 650 
pages, the author discusses or reviews case reports which, 
from the customary point of view, are entirely unrelated— 
bronchopneumonia, for instance, and laryngeal constipa- 
tion (in che psychoanalytic sense). The review of the 
literature is encyclopedic, but also discursive—even chatty 
in places. Furthermore, there is no criticism of sources, 
but all accounts, even newspaper reports, are taken at face 
va 


curve are related to the episodes of the disease — rising 


icago 
weather, for instance, the author merely stating that it 
takes about two days for Chicago weather to reach Boston. 
In short, conspicuously absent are statistical treatment, co- 
efficients of correlation, criticism of the sources and char- 
acter of the observations upon which the theoretical dis- 
cussion is based. 

presents an original and 


Nevertheless, Petersen thought- 
ful point of view in regard to degenerative vascular dis- 


ease. Vasoconstriction he looks upon as a resting or in- 
active state, rather than a result of sympathetic overactivi- 
ty, and this is certainly true from the point of view of 
tissue nutrition. The mental attitudes of the hyperten- 
sive patient he regards as the result, not the cause, of 
physical changes, and he discounts the social environment. 


Experimental evidence of the importance of “pressor 
episodes” in dogs is given by Nedzel. Injection of pitres- 
sin in these animals, he claims, caused changes in the heart 
valves that resulted in localization of foreign particles and 
bacteria, injected intravenously. According to the 
micrographs illustrating the text, the changes in cellular 
arrangement, alleged to be due to pitressin, were not 
present when bacteria localized, thus making questionable 
the importance of the “pressor episode.” It must be re- 
membered that foreign material, especially foreign pro- 
tein, may cause nonspecific changes in the valves. Nedzel 
states that, following pitressin injections, he has observed 
typical endocarditis in dogs, in which no bacteria were 
later injected. The pathological data for this observation 
are not presented. On the whole, one can draw no con- 
clusion from the evidence presented of the importance of 
the so-called “pressor episode.” 

This reviewer would be the last to deny that science, no 
less than poetry or religion, is a work of the human imag- 
ination and that original insights and intuitions of very 
general character have often pointed the way to knowl- 
edge. Petersen’s insight is original, imaginative and syn- 
thetic. He is—it may be ventured—one of the 
of whom he speaks, introverted, with individual private 
categories ready for his medical or other experiences. His 
theories await the pyknic, extroverted, disinterested veri- 
fication. In the meantime, we are properly reminded that 
our bodies are minute parts of the ebb and flow of nature 
and that our health, no less than the large aspects of our 
destinies, flows from the “smiling and inhuman stars.” 
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Climatological Association to teil me that he had at iat disease_and are responsible for its progress. The 
made up his mind to prepare a manuscript for a book on the 
responsibility for raising funds sufficient to provide Dr. Miller with 
a secretary end an artist and thus to enable him to complete his 
manuscript. Dr. Miller has never been aware of the names of 
those who were so ready to help him bring his lifework together 
between the covers of one book. The book has now been pub- 
lished. It will become, I am sure, a classic in medicine. 

It is needless to say that all of us who have had anything to 
do in enabling Dr. Miller to prepare this book feel highly grati- 
fied at the result. 

Much of the argument rests upon the correlation of 
changes in the weather with the onset of disease and va- 
rious episodes in its course. There is, evidently, no clear 
end point—what the reviewer would like to call a mini- 
mum effective change in the weather. In the case reports 
quoted, all parts of the barograph and the temperature 

nally air cells or alveoh. Around this airway ner 

reconstructed the smooth muscle, elastic fibers, the arteries Tg 

both bronchial and pulmonary, the bronchial and pulmo- confusing are cases from one part of the country and the 

nary veins, the lymphatics, the lymphatic tissue and the | 

nerves. The anatomy of these structures is given in the 

most minute microscopical detail, and the author has add- 

ed very helpful diagrams which enable one to get the 

composite picture in a most satisfactory manner. His 

colored diagram on page 70 and chapter 10 on “Key 

Points” will without doubt be referred to in the coming 

years as the clearest exposition in medical literature of the 

general scheme of the primary pulmonary lobule. At the 

close of the author’s own discussion there is a very inter- 

reviewed. 

the preface: “There remain many problems to be solved. Is explanation ile benign hypertension found in 

I trust that this contribution will serve as a steppingstone young leptosomes and the continued hypertension with 

organic change in older pyknic types is at least of great 
interest and bears thoughtful consideration. 

in the bronchial wall and may be the source of severe 

hemorrhage. In animals with a thick pleura the bron- 

chial artery takes part in the formation of a capillary 

network in the pleura. “The lymphatics form a closed 

system of vessels. They are neither in communication 

. with the connective tissue spaces nor are they in commu- 


